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FOREWORD 



Graduate education in health education is at a turning point. 
What guidance will it receive from its heritage? What direction for 
its present? What vision for its future? 

The profession has always set standards for graduate 
professional preparation. The Pere Marquette conference in 1950, 
the Washington, D.C. conference in 1967, and the attempt by 
SOPHE in 1977 to establish guidelines at the masters degree level 
are examples of events that helped shape graduate education. New 
graduate programs during this time were implemented in order to 
meet the need to develop and coordinate community and school 
health programs. An additional need was to prepare individuals for 
positions in higher education. Over the past 20 years, little atten- 
tion has been paid to graduate standards or program quality. These 
editors believe that the time is right for healthy discussion and 
constructive commentary that will contribute to better prepared, 
qualified graduate students. 

Through undergraduate and graduate education we create 
learning opportunities that chaiienge and stretch what we know, 
what we do, and how we apply knowledge and skills. This mono- 
graph is an attempt to stimulate thinking and examination of the 
present and future of graduate health education programs among 
graduate students and their professors. 

The purpose of this monograph is to present selected 
perspectives on the status of graduate studies in health education 
and to provide a dialogue on related issues >f interest to graduate 
students and professionals who prepare them. The selection of 
content is varied and addresses teaching, standards, issues and 
challenges, program ‘'ingredients,” background, as well as future 
visions, of the profession. 

Authors were invited to submit papers on topics identified 
by the co-authors. Selection of these writers was based on their 
expertise and professional reputation. 
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The co-editors wish to thank these authors for their contri- 
butions and cooperation in making this monograph a reality. Their 
knowledge, experience, creativity, and insights will balance our 
thinking and guide future directions of graduate programs in health 
education. 

As a final note, we wish to dedicate this issue of the Mono- 
graph to the present and future graduate students of our profession. 
May they strive to achieve the principles of Eta Sigma Gamma 
which are: teaching, service, and research. 

Loren B. Bensley, Jr, Ed.D. 

Mt. Pleasant, Michigan 

Judy C. Drolet, Ph.D., CHES, FASH A 

Carbondale, Illinois 
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PREFACE 



On behalf of our National Executive Committee of Eta 
Sigma Gamma, I would like to offer my special thanks to the 
guest editors. Dr. Loren B. Bensley and Dr. Judy C. Drolet who 
worked very hard in making an important contribution to our field. 

This issue deals with * : mely topics on graduate education 
which are the heart and soul 01 our past, present, and future success 
of our profession. Preparing our future scholars, educators, and 
leaders, to a great extent, depends on recruiting committed students 
to the field and providing quality learning opportunities. Eta 
Sigma Gamma, the National Professional Health Service Honorary, 
is proud to devote this issue to the graduate in health education 
professional preparation. 

I would also like to thank Ms. Terri King for her assistance 
in preparing the publication and Ms. Joyce Arthur for her technical 
assistance. Last, but not least, 1 would like to offer my appreciation 
to each and every member of the National Executive Committee 
who are very committed in supporting these monograph series. 

Finally, thank you for sharing your comments with me 
regarding the past Monograph Series. As always, 1 am eager to 
hear your criticisms, comments, and suggestions regarding these 
publications. Your input is essential in improving the publication 
and ultimately serving our members and the profession in the most 
effective way. It is a privilege for me to serve the Eta Sigma 
Gamma members and our profession. 

1 look forward to hearing from you. 



Mohammad R. Torabi, PhD, MPH, CHES 
Editor, Monograph Series 
Indiana University 
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CHAPTER 1 



GRADUATE EDUCATION IN HEALTH EDUCATION: 
KEEPING PERSPECTIVE, BUILDING MOMENTUM 

Alan C. Henderson, Dr. PH, CHES 



Health education has come into its own as a profession and a 
discipline in the 1990s as society has increasingly turned its atten- 
tion to behavioral contributions to health status and longevity. The 
discipline has increased and extended its capacity to plan, develop, 
implement and evaluate programs to promote health and prevent 
disease through professional preparation programs, health educa- 
tion practice, and research. Since the 1970s, health education has 
had a role at the federal level in policy and program development. 
Much has been accomplished, yet much remains to be done. These 
advances have been due, to a great extent, to the ability of profes- 
sional preparation programs to educate,- graduate, and place health 
education practitioners, researchers, and policy makers in key 
positions and roles in local, state, national, and international 
settings. Within f rofessional preparation, graduate education plays 
a pivotal role in selecting and developing leaders in practice, policy 
-making, professional, organizational, and research settings. 

Foundation Factors 

Aside from substantial societal shifts toward examining 
lifestyles and health, there are at least five distinctive features 
encompassed by graduate education that have shaped the way 
health education has developed. The first is the underlying 
assumptions and values, attitudes, and beliefs that form the basis 
for health education as a profession. The second foundation factor 
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is the scientific base derived from applications of advances in the 
biomedical and behavioral sciences. The third foundation is the 
increasing technological capacity available to plan, develop, imple- 
ment, and evaluate programs to specific target audiences in spe- 
cific settings as well as technologies adapted to conducting health 
education research. As a fourth foundation factor, health educators 
have had to learn to collaborate with other professionals and other 
in their practice settings in recognition of the reciprocal nature of 
change in organizations, among target clientele, and the indirect 
and direct effects of social change. Finally, health educators have 
had to assume leadership positions in their employing organiza- 
tions, policy-making organizations, and in their professional 
organizations to shape the direction of the field as well as to meet 
the challenges of a rapidly changing social environment. 

Graduate education differs from undergraduate preparation 
in several important ways. First, advanced preparation necessitates 
narrow and deep study of health education in the context of its 
historical antecedents and contemporary society. The result of this 
focused preparation is a broadened perspective of the contributions 
of health education to society and narrowing attention to the 
substantial knowledge and skill base essential for successful health 
education practice and leadership. Second, graduate education 
refines and extends undergraduate preparation . For many, gradu- 
ate education in health education is the only preparation received. 
Graduate education may represent a significant change in direction 
for a new graduate student, or it may represent an augmentation of 
another career in a different field. Third, graduate education 
requires a distinctively different orientation from undergraduate 
experiences. Graduate preparation has heightened emphases on 
cognitive skills, the ability to integrate seemingly unrelated factors, 
act as an advocate, and provide leadership in the field. Because of 
its focused, intensive nature and the need for developing future 
leaders, admission to graduate programs should be highly selective, 
a fourth distinctive feature. Fifth, graduate students should be 
challenged to consider, define, and discover significant gaps and 
needs in the field that can be addressed through better managed 



programs, systematic evaluation and research, and leadership 
through policy making. Ultimately, graduate education should 
increase the capacity of graduate students to contribute to health, 
society, and the profession. 

Graduate education is largely understood by the processes 
that students undergo from application to graduation. There are 
three basic components: 

Inputs such as the admissions process and the institutional 
resources available for preparing students, including faculty. 

Environments for preparation that include the experiences 
students have as part of their preparation, in and out of the 
classroom. 

Outputs of the educational process that typically include 
some form of summative evaluation through an examination 
or scholarly work and professional placement. 

These core foundations factors of health education form the cru- 
cible for preparing health education leaders of tomorrow. 

Assumptions, Values, and Beliefs 

Underlying perspectives that guide the field have only been 
sparsely identified over the years (Nyswander, 1981; Oberteuffer, 
1953) since health education began to emerge as a distinct field of 
study and profession. Unstated or implicit viewpoints need to be 
raised, examined, and considered in order to assess the direction and 
appropriateness of changes occurring in our field as society 
changes. 

Certain assumptions underlie health education and influence 
professional preparation, particularly at the graduate level where 
leaders in the field emanate. Health education presumes that health 
status and longevity can be improved through purposive, planned. 
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and implemented interventions and presumes that the reverse is 
true: To not intervene into health concerns will adversely affect 
health status and limit life span. It is also assumed that the behav- 
ioral aspects of health can be separated from other facets for 
identification, analysis, and intervention. These presumptions 
includes a core cultural trait that problems can be actively identi- 
fied and solved. The spread of health education programs from 
schools and public health agencies to voluntary health agencies, 
medical care organizations, and business and industry reflect this 
activist, interventionist orientation. In a similar vein, the discipline 
prizes individual self-determination and emphasizes individual 
determination of health status, almost to the exclusion of policy- 
making. 

Health education, particularly at the graduate level, presumes 
that in depth preparation in higher education is necessary for 
successful practice. This point-of-view is supported by the exten- 
sive and intensive nature of graduate education, combining behav- 
ioral and natural sciences with approaches and methods to plan, 
implement and evaluate complex interventions, to conduct research 
and demonstration projects, and to administer programs. Included 
is the expectation that those with graduate degrees are prepared to 
assume positions of leadership in practice sites and professional 
organizations. Preparation also assumes that professional socializa- 
tion into the underlying philosophy (point-of-view), purposes, 
history, and values of health education is necessary for graduates to 
effectively establish a career in health education, and to assume 
leadership roles. 

Values and beliefs of health educators, reflecting underlying 
assumptions, are found in the literature of the field, and in interac- 
tions with health education practitioners. An excellent example is 
found in “Reflections: The Philosophies of Health Educators of the 
1990s” (Eta Sigma Gamma, 1993). While it is not possible to 
identify all underlying values and beliefs, the following are repre- 
sentative of the profession. 

As a group, health educators believe that their interventions 
reflect the value of health as a cornerstone of the quality of life. 
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Health educators also value their capacity to develop and imple- 
ment programs for target audiences with whom they interact. 
Moreover they view the opportunities to work with program par- 
ticipants as rewarding experiences. Health educators believe that 
their programs empower individuals to take control of their health. 
Empowering others to be able to choose and act wisely for their 
own benefit is another fundamental value found in the profession. 

Depending on preparation and experience, health educators 
sometimes diverge on the value of either the content or the pro- 
cesses used in their programs. For some, knowledge about issues, 
such as HIV/AIDS, is essential to the practice of health education 
(Jackson, 1990). For others, the process of planning, developing, 
and implementing programs is the essence of health education 
practice, particularly when target audiences are involved in all 
phases of the process. 

These differences illustrate another important value found in 
health education, individual judgment and self-determination. This 
value extends to the profession, which may account for the numer- 
ous professional organizations to which health educators belong. It 
may also account for cycles where health educators, regardless of 
their disparate views, find common ground for advancing the field 
(Proceedings of the Workshop, 1978 &1981) and then drift toward 
more of a separatist frame of mind. 

Scientific Foundations and Technologies 

Throughout the development of professional preparation 
programs, the scientific basis for health education has been funda- 
mental, deriving from the natural and behavioral sciences. In the 
information explosion as described by Toffler (1971), more is 
known about the contributing factors to health than ever before. 
The knowledge explosion has led to, and been extended by, com- 
munication networks and computers, creating demand for those 
with highly specialized knowledge and skills in particular areas. 



Key to distinguish health education from other fields is the 
ability of health educators to use available technologies to influ- 
ence health behavior. Much of the work of health educators is 
based on adaptations and applicati: > of theories and models 

developed in psychology, sociology, education, economics, politi- 
cal science, and other fields, as well as those developed in the 
field; and development of biomedical sciences has helped define 
health education program content, strategies and desired outcomes. 
The use of diverse sources to form the knowledge base for health 
education also reflect the field’s distinctive quality of integrating 
educational, health and biomedical knowledge and skills in pro- 
grams, research, and policy development. 

Because of developments in credentialing for health educa- 
tors, emphasis has been placed on identifying essential competen- 
cies that health educators need to be able to perform, both intellec- 
tual and procedural. These competencies are the foundation for 
entry-level, or undergraduate degree, health educators. At the 
graduate level, there are no currently identified core competencies 
expected of masters and doctoral level preparation. Nevertheless, 
program faculty are in position to identify and develop these 
competencies from guidelines of professional organizations and 
accrediting guidelines from the Council on Education for Public 
Health, for example. 

Health promotion programs have typically been based upon 
risk factor reduction. Through computer hardware and software 
technologies longitudinal epidemiological studies have been 
conducted which have led to the development of the concept and 
identities of risk factors for specific diseases and conditions. 

Many of these risk factors are behavioral in nature, such as diet, 
alcohol consumption, and exercise. VVIiiic promising in attempting 
to explain the etiology of diseases and conditions, risk factors 
present some significant difficulties for health education programs 
that attempt to influence health status. Risk factors tend to be 
weak predictors of the occurrence of disease, their presence does 
not mean that disease will occur, nor does their absence mean that 
disease will not occur. In combination with risk factors, applied 



theories and models represent the core technology of health educa- 
tion and are complemented by communication technologies and 
networks. 

Communications networks include those that allow health 
educators to gather relevant information necessary for program 
planning. Available data bases and computerized analytical models 
enable health educators to rapidly respond to the need for develop- 
ing health education programs that target specific groups with 
specific educational messages. These developments contrast with 
health educators valued practice of involving target audiences in 
problem identification and program planning and implementation. 

Communications technologies have expanded the number of 
channels available to reach target audiences. Traditional one-on- 
one and group/class interactions remain as the centerpiece of 
program delivery, yet there is constant pressure for health educa- 
tors to find more efficient and effective means of reaching audi- 
ences. Communications are further complicated by the increasing 
volume and diversity of health information within easy reach of the 
public. Emphasis on helping the public to evaluate health informa- 
tion, products, and services has been heightened by rapidly ex- 
panding communications. 

For health education programs, the overwhelming amount of 
highly specialized knowledge of the facets of health and the skills 
necessary to effectively use such information continues to create a 
demand for health education professionals. It is difficult for those 
in need of professional services to recognize which service is 
required, or even that a need exists and that there are professionals 
who can address these needs. There are multiple and overlapping 
professions that offer competing services that appear to be equally 
capable of meeting specific needs. Professionals have increasingly 
relied upon marketing their services, within their own organiza- 
tions and among targeted clientele. Initially this strategy helps to 
make connections between practitioners and potential clientele and 
has been extended to help maintain, if not expand, their scope of 
practice. As a result, concepts and strategies of social marketing 
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have become part of the knowledge and skill base of health educa- 
tion specialists. 

Collaboration 

With the rapid expansion of specialized health-related pro- 
fessions in response to the information and technology explosion, 
the need for health educators to collaborate with other profession- 
als has never been greater. Much of the focus of professionalism 
has been on the independent, self-directing, self-regulating occupa- 
tion: Medicine. Few occupational groups enjoy this level of au- 
tonomy. Even medicine no longer fits this ideal in that physicians 
must rely on other specialties in and out of their own discipline to 
meet the challenges of their profession. What has emerged in 
recent years is the concept of interdependence. Whereas health 
educators focus on individual behavior change, their programs 
often require many different kinds of expertise to be effective. It is 
also recognized that organizational changes are needed to make 
health education programs work as well as behavior change. Such 
change affects not only the intended educational audiences, it also 
touches those who participate in such programs. In many in- 
stances, health educators find themselves to be in small or singular 
numbers in a practice setting, demanding that they work with 
colleagues from other disciplines as part of their daily work. 

The challenge to health educators goes beyond the recogni- 
tion of the need for collaboration to the capacity to identify and 
work with those who are needed to make health education pro- 
grams work. Professional preparation experiences should provide 
some opportunity for collaboration in and out of the classroom. 
Often, because many graduate students already have degrees or 
preparation in other disciplines, graduate students are able to learn 
from each other s backgrounds. This is not necessarily a deliberate 
feature of graduate preparation, although thoughtful consideration 
of how graduate admissions are conducted ought to be given 
attention. 
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Ironically, most health-related professions and health educa- 
tion graduate professional preparation programs function in isola- 
tion in colleges and universities. A brief review of the Eta Sigma 
Gamma or Association for the Advancement of Health Education 
directories of undergraduate and graduate programs underscores 
this situation. Professional preparation programs are found in 
many different organizational units in colleges and universities. 
Some programs are part of departments with other professional 
preparation programs. The variety of organizational arrangements 
for health education in colleges and universities may not afford 
opportunities for graduate students to be able to work with those in 
other professional fields, with the possible exception of the intern- 
ship experience. 

Typically, those with graduate degrees are considered for 
supervisory and administrative positions within an organization. 
Effective health education programs require coordination of scarce 
resources, often outside the purview of the health education pro- 
gram. In these lateral relationships, abilities to discover mutual 
goals and objectives with other professionals and to collaborate 
with them are essential to successful programs. 

Leadership 

Leadership skills are among the most distinguishing features 
of graduate preparation in health education. Courses in leadership 
are rarely found in professional preparation programs, aside from a 
single course in administration and/or supervision. Accordingly, 
careful admissions processes that help to assess leadership poten- 
tial of applicants are essential to recruiting and preparing future 
leaders. 

Without much specific preparation, the socialization process 
of graduate students into the field must give them expectations that 
they will assume responsible positions and will participate in 
helping to advance the profession. Student internship experiences, 
class projects, student organizations, participation in faculty re- 
search and evaluation projects, and participation in local, state, or 




national health education organizations assist in the socialization 
process. 

Contrary to popular myth, leaders are made, not bom. Lead- 
ers are created through a social learning process that is signifi- 
cantly influenced by purposive involvement in situations requiring 
initiative, collaboration, imagination, and analytical and communi- 
cation skills. Repeated, graded experiences in leadership provided 
by mentors in leadership experiences help prepare new leaders. 
These experiences should begin during professional preparation 
and continue through internship and placement after graduation. 
Expectations must be established by faculty that students partici- 
pate in one or more activities to assist the development of the field. 
Similarly, those whose focus is on scholarly research activities 
need to be nurtured by involvement in the preparation and submis- 
sion of grants and in the conduct of faculty research. Class experi- 
ences in research methods can assist in this process as well. 

Among the qualities of leadership essential to graduate 
students is the ability to advocate for health education. This may 
occur within the health educator’s employing organization in order 
to preserve or extend the health education unit within the organiza- 
tion. It may be viewed as an educational process for those who 
have decision-making authority about the health education pro- 
gram and its resources but lack an understanding of the field and 
its contributions to the organization. Other forms of advocacy 
involve working in communities to help shape or change public 
policies toward a more health-enhancing social environment. 

Often these changes will facilitate the continuation of health 
education programs as well as movement toward making the social 
environment consistent with health education messages. Many 
times this form of advocacy will require health educators to 
collaborate with others in the community and their sponsoring 
organizations to be effective. 

Graduate Professional Preparation 

Graduate programs represent a significant investment by all 



parties involved in higher education, students, faculty, and college 
or university. The character of graduate education is formed by the 
mission, goals, and objectives of the sponsoring institution, the 
profession in question, the surrounding community, alumni, pro- 
gram faculty, and students. Carefully crafted, graduate education 
is a distinctive experience whose purpose is to shape the career of 
the graduate student as they progress through the program, gradu- 
ate, and assume a position within the profession. It is characteris- 
tic of these programs that students become colleagues of their 
faculty often during the education process and after graduation. As 
some graduate students move on to doctoral programs, they may 
well become faculty colleagues with their former professors. The 
collegial and intensive nature of graduate education helps to 
perpetuate professions, even though fields, like health education, 
may rapidly evolve after graduation. 

Graduate programs are distinctive because they typically 
involve a small number of highly selected students who work 
intensely with program faculty in a supportive, yet demanding, 
environment. As such, the process of selecting graduate students is 
a crucial step in developing tomorrow’s leaders. Consideration of 
the applicant’s prior education (major and grade point average), 
relevant experience, expressed interest and intent for graduate 
education, standardized test scores, and letters of recommendation 
are all used as admissions criteria. Some or all may be used, but, in 
any event, admission decisions need to be weighed on a balance of 
factors. 

One point of contention for graduate admissions is the 
presumption that the applicant has an undergraduate degree in 
health education, on the one hand, or that an applicant may come 
from another discipline and still be eligible for admission, on the 
other. Many health education graduate programs are built on one 
supposition or the other. That is, preparation may be concentrated 
in intensive, but limited, number of credits involving an internship 
or a scholarly work, or both. Other programs have more extensive 
preparation with more credits with the presumption that the 
program’s curriculum will prepare a health educator regardless of 
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the student’s prior educational background. There are no easy 
answers to this dichotomy. In fact, many programs maneuver 
around this issue by requiring those without a health education 
background to take pre-requisite courses as a condition for admis- 
sion to the graduate program. 

Once admitted, students need to be socialized deeply and 
pervasively into health education, its concepts, values and beliefs, 
ideals, issues, history, intellectual foundations, professional organi- 
zations, and its contributions to society. This represents both a 
broad perspective of health education but very narrow focus. 
Experiences need to allow graduate students to make connections 
between health education and their communities and society, 
including issues surrounding rapid changes in our social environ- 
ment and the social and health issues that arise from such change. 

Graduate programs need to be differentiated from under- 
graduate programs through development of basic tenets of an 
evolving profession, such as the degree to which the field is au- 
tonomous and is governed by ethical principles. The capacity to 
tackle complex social issues and tease out the behavioral aspects 
among them that affect health needs to be developed. This will 
assist graduates to be able to advocate for the field and be able to 
carefully identify which needs and interests should be addressed. 
By creating an agenda for action, graduates will assert their leader- 
ship within their organizations. Furthermore, graduates need to 
have the research and evaluation skills necessary for investigation 
of the relative merits of health education interventions, and for 
systematically assessing the need for health education programs 
from community and scientific data sources. 

Graduate level health education specialists also need to be 
prepared to identify and evaluate the gaps and needs in the disci- 
pline. While there has been a great deal of progress in health 
education research and evaluation studies, in the creation of pro- 
gram planning models, and in behavioral science theories and 
models, much remains to be done (Clark &McLeroy, 1995). 
Students should be encouraged, if not required, to pursue investiga- 
tions of these areas of need through theses and dissertations, as 
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well as through working with faculty on their scholarly activities. 
The considerable achievements reflected in health education 
investigations and program evaluation have given health education 
credibility in educational and public health arenas. 

Lastly, graduate health education students need to be ori- 
ented toward asserting leadership in the profession and in practice 
settings. Fundamentally, leadership requires the ability to commu- 
nicate effectively at all levels within an organization. Because they 
are often the only ones in their organizations, health educators need 
to be prepared to make independent judgments and know when it 
is appropriate to act on these judgments. The wisdom to know 
when its appropriate to consult and collaborate with others also 
needs to be inculcated. 

Conclusion 

Graduate education in health education has grown and 
evolved rapidly in the past several years. The scientific base and 
technologies available to health educators have grown substantially 
and are more broadly available than ever before. Professional 
organizations are thriving. Health education has had more influ- 
ence at local, state and national policy-making in the last several 
years than in the past. On the other hand, some preparation, 
programs have dissipated and have not had the capacity to meet 
the needs of graduate students and disappeared. For others, their 
capacity and commitment to educating graduate students has 
grown. 

While there is some basic agreement in the field about core 
preparation, the context and substance of graduate preparation has 
not had much attention for many years. Yet, graduate programs 
have produced and continue to produce leaders in the field. Mo- 
mentum for health education program , has never been higher. To 
sustain and broaden the advances health education has enjoyed for 
the past several decades, commitment by the profession must be 
made to attend to and nurture graduate professional preparation. 
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CHAPTER 2 



EVOLVING GRADUATE PROGRAMS 
IN HEALTH EDUCATION 

William H. Creswell, Jr., Ed.D. 

Ann E. Nolte, Ph.D. 



Graduate programs in health education have existed in the 
United States since 1921 when Clair Turner, D.Sc., developed a 
program of graduate training in health education at Harvard- 
Massachusetts Institute of Technology. Many forces and factors 
have influenced the growth of programs in these 74 years, resulting 
in the current 137 graduate programs. This evolution of programs 
has involved changes in higher education, changes in public health, 
the defining of health education as a profession through accredita- 
tion and credentialing, and the development of graduate programs 
in health education. 

Changes in Higher Education 

Donald Kennedy (1995), president emeritus of Stanford 
University, indicates that changes in higher education are begin- 
ning to occur. The focus during the past century has been on 
research and academic freedom. Now the public is becoming 
concerned with the quality of education provided. Current trends 
in higher education, such as adopting corporate characteristics of 
marketing, productivity enhancement, and Tot."' 1 Quality Manage- 
ment have created problems, because these often do not fit into the 
university setting. 

Another development is the assertion of more control over 
the research and work of the faculty. Focusing on professional 
responsibility and ethics is becoming more significant as faculty 




members become more aware of their roles as mentors. Mentoring 
is not a responsibility left to the distinguished faculty but is becom- 
ing recognized as a characteristic of all faculty. Teaching skills are 
receiving attention in departments other than those within colleges 
and schools of education. Kennedy (1995) states that “even more 
importantly, peer review of teaching will become just as much a 
custom as peer review of research” (p. 1 5). 

These changes occurring in higher education will affect the 
preparation in health education, primarily because it is integrally 
linked with the belief of facilitating the whole person. 

Changes in Public Health 

A series of national conferences and forums have been held 
to help redefine the role of public health. The change in the focus 
of medical care will mean that in the future public health will give 
less emphasis to providing direct health services and will concen- 
trate on population-based services for the entire community. This 
new emphasis for public health will require new partnerships to 
provide information derived from community health needs and 
health services to the community (Baker, et al., 1994). 

In such a community-based health approach, the health 
educator must play a key role in informing and interpreting the 
public health program. This role will include efforts to mobilize 
community partnerships involving and empowering people to solve 
community problems. Further, this effort will involve the public 
school system and other non-health agencies of government, 
including churches and social service organizations, as well as 
institutions of higher education. The health educator, using educa- 
tional and communication skills, can make an important contribu- 
tion to development of coalitions essential to buildinn healthy 
communities. 
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Professional Preparation in Health Education 

The professional preparation for health education, especially 
at the advanced graduate level, entails a fully-functioning partner- 
ship between the professional fields of public health and education. 
The outcomes of such a joint enterprise provide a professional 
preparation program that includes competencies in public health, 
the behavioral sciences, and education. 

Understanding the context and the orientation of the two 
fields is important to the study of health education. Fineberg, et al. 
(1994), writing for the Annual Review of Public Health, have 
identified the following areas as fundamental to preparation in 
public health: the measurement and analytic sciences of epidemi- 
ology and biostatistics, the history and philosophy of public health 
including social policy, and the management and organization of 
public health. The foundational fields for education include the 
following: history and philosophy of education; social and behav- 
ioral sciences of anthropology, sociology, and psychology; learn- 
ing theory and methodologies of behavioral change; curriculum 
development; instructional methods; and evaluation. 

Health Education Research 

Major strides in the growth and quality of health education 
research have occurred over the past two decades. No less than six 
national journals are devoted exclusively to publication of schol- 
arly papers in the field of health education. Paralleling these 
developments is a growing national recognition of the importance 
of human behavior in the prevention of disease, and in the mainte- 
nance as well as in the promotion of individual and societal well- 
being. Both government and professional health organizations 
have enacted public policy which recognizes the importance of 
health education. 

In a recent national conference, the term health education 
research “was used to encompass the study of health-related social 
and behavioral interventions” (The Society of Public Health Edu- 
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cation, May, 1995. p. 270). Through the joint sponsorship of the 
Society of Public Health Education and the offices of the National 
Centers for Disease Control and Prevention, a national forum was 
held to make recommendations for research needs, the related 
interventions, and the health education outcomes. This conference 
resulted in a landmark publication which has brought together a 
series of background papers around five research-related topics: 

1. Theories and principles underlying interventions in 

health education. 

2. The settings for conducting health education research. 

3. Strategies for health education research. 

4. Evaluation designs and methods. 

5. The needs of special populations. 

Scholars in the field of health education will find this docu- 
ment a benchmark reference on the status of health education 
research together with suggested topics and study questions. Each 
of the five background papers has a comprehensive reference list 
of the relevant research. (Society of Public Health Education, May, 
1995). 

Credentialing 

Credentialing is a process which has become a hallmark 
among the health professions. It represents either licensing or 
certification of individuals who are working directly with clients. 
The profession of health education initiated efforts to establish 
credentialing in 1978. Since that time, procedures have been 
established which provide for the certification of individuals who 
complete a professional program of study in the field of health 
education at the bachelor’s degree level or above and who pass the 
certification examination. Cleary (1995) states that 
“...credentialing is not the total answer to every profession’s prob- 
lems, but it can improve the quality of professional preparation and 
of professional practice.” 




30 



19 



Accreditation 



Accreditation in the United States is a system of voluntary 
non-governmental evaluation. However, accreditation is used as a 
standard in many formal actions. For example, the decision to 
award federally funded program grants, scholarships, and 
traineeships to colleges and universities offering graduate educa- 
tion in public health including health education is determined by 
the accreditation status of the proposed recipient. 

Type of Accreditation 

The United States recognizes several types or levels of 
accreditation. First are the national and regional accrediting 
bodies, whose focus is the total institution. They assess the entire 
institution rather than a particular program and determine the 
validity and integrity of the institution as a whole. Periodic revisits 
are conducted to reaffirm the accredited status. These regional 
Associations of Colleges and Schools include Middle States, New 
England, North -Central, Northwest, Southern and Western. Second 
are the specialized accreditation groups whoare concerned with 
evaluating a specific field, such as law, medicine, or education. 
Finally, there is the umbrella organization that serves as an accred- 
iting agency for all other accrediting bodies. 

As stated in the 1993-1994 Accredited Institutions of 
Postsecondary Education (Wade, 1993-94, p. 668), “In America, 
accreditation at the postsecondary level performs a number of 
important functions, including the encouragement of efforts toward 
maximum educational effectiveness.” The system of accreditation 
promotes regional and national approaches to the determination of 
educational quality. 

Each of the national accrediting organizations in fields such 
a 'aw, medicine, education, or public health has its own unique 
def inition and criteria for accreditation and operating procedures. 
The purpose of these accrediting activities is to provide quality 
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assurance concerning the educational preparation of the students 
for a specific professional field of service. 

Accreditation Issues 

Important as accreditation is, it is not without its critics. 

From its inception, the driving force behind accreditation has been 
the need to establish standards and to assure the quality of pro- 
grams. Koerner ( 1 994) contends that the regional accrediting 
groups have become unresponsive to demands for reform in higher 
education. Another long-standing criticism is their lack of agree- 
ment on a common set of standards to evaluate institutions of 
higher education. On the other hand, the regional bodies argue that 
because of regional differences, their criteria and standards must 
differ. 

Increased pressure on accrediting agencies has resulted from 
new legislation relating to the 1992 Reauthorization of the Higher 
Education Act. This Act led to an increased number of require- 
ments that accrediting agencies must meet in order to assure that 
the accredited institutions are fully qualified and eligible for 
recognition by the Department of Education. This set of require- 
ments becomes an all-important consideration if colleges and 
universities are to qualify for federal funds. 

The Department of Education has moved ahead with its own 
plans and has appointed a panel to review accrediting agencies. 
“Many colleges have feared that the panel would use the 
Department’s regulations to micro-manage the accrediting groups” 
(Ornstein, C., July 6, 1994, p. A36). As a consequence, the whole 
accrediting process is coming under critical reexamination. The 
American Council of Education, the regional accrediting bodies, 
and leaders of American higher education have met to deliberate on 
the development of a new national structure that may more effec- 
tively serve the need for accreditation. 
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Accreditation for Health Education 

In the field of health education, members of the profession 
became concerned about accreditation for institutions preparing 
community health educators. Their concerns were two-fold: 

(a) the need to gain recognition of their programs in order to be 
eligible for federal funds, and (b) the need to assist their students in 
job placement. During the period of 1945 to 1973, the official 
accrediting body for community and public health professions was 
the American Public Health Association (APHA). In the early 
development of public health, professional preparation was, to a 
large extent, confined to schools of public health. As a conse- 
quence, the accrediting by APHA was limited to schools of public 
health (Council on Education for Public Health [CEPH]). This 
meant that those institutions outside of the schools of public health 
which were offering graduate professional preparation in commu- 
nity health education had no means of becoming accredited. 

After presenting their case to the Council on Postsecondary 
Accreditation (COPA), the umbrella organization, it was deter- 
mined that a new agency with a broader responsibility for accredit- 
ing graduate preparation in public health and its related discipline 
of health education should be formed. This led to the creation of 
an independent body, CEPH , which has served as the recognized 
accrediting agency for the profession since 1974. 

According to Patricia Evans (1995), Executive Director for 
the Council on Education for Public Health, institutions presently 
holding CEPH accreditation include the following: the 27 schools 
of public health, 15 institutions with preventive medicine/commu- 
nity health accreditation, and 10 institutions with community 
health education accreditation. The latter groups represent institu- 
tions other than the schools of public health. 



Surveys of Graduate Programs in Health Education* 



As shown in Table 1, the 1995 edition of the Association for 
the Advancement of Health Education (AAHE) “Directory of 



Institutions Offering Undergraduate and Graduate Degree Pro- 
grams in Health Education” indicates 137 graduate programs in 43 
states. The initial survey was conducted in 1976, and numbered 
1 1 1 programs in 35 states. The greatest number of programs was 
reported in 1984, with 150 programs in 40 states. Apparently six 
states, Alaska, Delaware, Nevada, North Dakota, South Dakota, 
and Vermont did not have graduate programs at that time. Four 
states failed to return the survey forms. 



* Data for this section are from the surveys conducted by the Association for the 
Advancement of Health Education during the years 1976, 1978, 1980, 1982, 
1984, 1986, 1989, 1991, and 1995. They represent data from the surveys that 
were returned. (See references AAHE 1976 - 1995 for listing of these directo- 
ries.) 



Table 1 



Number of Graduate Programs in Health Education and Number of 
States with Programs. 1976-1995 





1976 


1978 


1980 


1982 


1984 


1986 


1989 


1991 


1995 


Programs 


111 


126 


138 


148 


150 


149 


147 


133 


137 


States 


35 


37 


39 


40 


40 


43 


41 


41 


43 



Changes in the number of programs may be due in part to the 
reporting procedure. The surveys are distributed nationally to 
every college and university. The health education personnel 
complete the survey forms and return them to the Association. 
Telephone follow-ups are made but there are nonrespondents. 

Also, it is known that from 1990 to 1995 some graduate programs 
have been phased out due to financial constraints or consolidation 
of programs. 
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Regional Distribution 



Table 2 shows the distribution of graduate programs nation- 
ally was analyzed by assigning the states into the districts used by 
the American Alliance for Health, Physical Education, Recreation, 
and Dance for their organizational purposes. 



Table 2 

Regional Distribution of Graduate Programs in Health Education, 
1976-1995 



1976 1978 1980 



Eastern 

(1 1 states & DC) 


29 


32 


33 


Southern 

( 13 states) 


33 


42 


46 


Midwest 

(6 states) 


18 


22 


23 


Central 

(9 states) 


8 


8 


12 


Northwest 

(5 states) 


6 


6 


8 


Southwest 

(6 states) 


17 


16 


16 



Total 111 126 138 



1982 


1984 


1986 


1989 


1991 


1995 


33 


36 


36 


36 


27 


29 


52 


52 


53 


51 


49 


48 


25 


27 


25 


21 


23 


21 


14 


13 


10 


12 


14 


13 


8 


7 


9 


11 


6 


8 


16 


15 


16 


16 


14 


18 


148 


150 


149 


147 


133 


137 



The greatest number of graduate programs is in the Southern 
Region (13 states). This has been consistent since 1976. The least 
number of graduate programs is in the Northwest Region (5 states) 
and this, also, has been consistent since 1976. The Central Region 
represents nine states; however, it has fewer graduate programs 
than the Midwest Region, representing only six states. This also 
has been consistent since 1976 (Association for the Advancement 
of Health Education [AAHE], 1976). 



The regional distribution points out several concerns for the 
profession. First, is there access to graduate studies for entry-level 
professionals working in states with few or no programs? Second, 
is there leadership and the support needed for health education 
within those states with few or no programs? Third, is continuing 
education available for the certification of health education special- 
ists in those states with few or no programs? Although these 
concerns can be resolved without having access to graduate pro- 
grams, it is a problem identified by this regional distribution as 
shown in Table 3. 



Table 3 

Number of Doctoral Degrees Awarded in Health Education by 
Geographic Region for the Years 1992-1994* 



Regions 


1992 


1993 


1994 


Totals 


Central (9 states) 


8 


7 


2 


17 


Eastern ( 1 1 states) 


15 


25 


34 


74 


Midwest (6 states) 


17 


17 


8 


42 


Northwest (5 states) 


1 


1 


1 


3 


Southern (13 states) 


26 


32 


27 


85 


Southwest (6 states) 


3 


3 


4 


10 


Totals 


70 


85 


76 


231 



♦Source: University Microfilm, Inc. Company. 1995. [doctoral dissertations] 



Degree Titles 

The 19X9 Directory of Institutions (AAHE, 1989) was the 
first edition to request that titles of graduate degrees be listed, e.g., 
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M.S., Ph.D. Titles were also included in subsequent editions. 
There are 35 different degree titles offered in the graduate pro- 
grams in the United States. The majority of titles are Health 
Education, followed by Community Health and Health Science. 
Table 4 shows the remaining 33 range from variations of the above 
to unique and quite distinct titles. 



The variety of titles may well represent some of the problems 
the profession is having in establishing itself and achieving recog- 
nition by other professions and the public at large. It might also 
represent a potential problem of credibility within academic insti- 
tutions where programs are being questioned due to financial 
constraints. If programs are to be accredited and professionals 
certified, then this inconsistency in titles of degrees is a potential 
problem. 

While there has been an increase in the number of institu- 
tions accredited for health education since the mid-1970s, rela- 
tively few of the institutions listed in the 1995 Association for 



Table 4 



Titles of Degrees in Graduate Programs. 1989-1995 



Administrative Support of Health Education 

Behavioral Science and Health Education 

Community and Family Health 

Community Health 

Corporate Health 

Health Administration 

Health Administration and Planning 

Health and Human Performance 

Health and Safety Education 

Health Behavior 

Health Care Administration 

Health Education 

Health Education and Health Care Admin. 
Health Education for Health Care Practitioners 
Health Education/Health Behavior 
Health Education/Health Promotion 



Health Promotion and Disease Prevention 

Health Promotion and Wellness Mgmt. 

Health Promotion Education 

Health Science 

Health Science Education 

Health Sendees Administration 

Health Studies/Safety 

Industrial Health Education 

International Community Health Education 

Philosophy in Health Education 

Public Health 

Public Health Education 

Public Health Promotion and Education 

School Health 

Wellness Programs 

Worksite Health 




Advancement of Health Education Directory ( AAHE) hold CEPH 
accreditation. Some of the findings from this review are high- 
lighted as follows: 

Masters Degree 

• One hundred thirty-six ( 1 36) institutions offer the 
master’s degree in health education. Twenty (20) of 
these master’s degree programs are offered by 
schools of public health, while 1 16 programs are 
offered by other colleges and universities. 

• According to the AAHE ( 1 995) Directory, 1 9 
institutions (13.9%) offering the master’s degree in 
health education have CEPH graduate program 
accreditation status. Of the 1 16 institutions other 
than the schools of public health offering the 
master’s degree program in health education, only 
10 (8.6 %) hold CEPH accredited status. 

Doctoral Degree 

• Table 5 A lists forty-one (4 1 ) institutions which offer 
the doctoral degree in health education. 

• All 1 1 schools of public health that offer the doc- 
toral degree in health education have CEPH accredi- 
tation status (100%). Of the 30 institutions without 
schools of public health offering the doctoral de- 
gree, only 4 (13.3%) hold CEPH graduate program 
accreditation. 

• According to the University Microfilm Incorporated 
Company abstract service, 7 of the 1 1 graduate 
schools of public health awarded no doctoral 
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degrees in health education during the three year 
period of 1992 to 1994.* 



* According to MCI reports only four schools of public health awarded doctor- 
ates in health education (1992-1994): Loma Linda University, University of 
South Florida, University of North Carolina, and the University of South 
Carolina. 



Table 5A 

Number of Institutions Offering the Doctoral Degree in Health Education 
by Type of Institution and bv CF.PH Accredited Status ( 1992-1994) 



Type CEPH Non- Row 

of School Accredited Accredited Totals 



School of Public Health 


ii 


0 


11 




(26.8%) 


(0%) 


(26.8%) 


Other Institutions 


4 


26 


30 




(9.7%) 


(63.3%) 


(73.2%) 


Column Totals 


15 


26 


41 




(36.5%) 


(63.3%) 


(100%) 



Source: Directory of Institutions Offering Undergraduate and Graduate 
Degree Programs in Health Education, Journal of Health Education. 
26(2). 107-118. 



Conclusions and Implications 

What conclusions or implications can be drawn from this 
review of graduate program activity and accreditation? With such 
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a low number of the non-schools of public health holding accred- 
ited status, and only four schools of public health awarding doctor- 
ates in health education during this period of time, a question 
might well be raised about the role and importance of accreditation 
to the field of health education. 

As stated in the Directory’ of Accredited Institutions of 
Postsecondaty Education, the purpose of accreditation is ...to 
foster excellence through the development of uniform, national 
criteria and guidelines for assessing educational effectiveness” 
(Wade, 1993-94, p. 669) and to assure the educational community 
as well as the public at large that the profession of health education 
has clearly defined purposes and objectives that are appropriate to 
serving the public’s health and educational needs. 

Because of the relatively low rate of participation in the 
accreditation process among the institutions without schools of 
public health, Bensley (1990) has spoken forcefully to this issue. 

“At the present time, there is no assurance that graduate programs 
in health education have the quality and integrity to produce 
competent individuals.” (Bensley, 1990, p. 59). 

Moreover, in today’s environment as well as in the future, 
there is increasing demand for accountability. Strong public 
pressure for consumer protection means that there must be public 
assurance that our graduates possess the qualities to serve society 
and which will, in turn, command the respect of the profession 
(Ewell, 1994). 

With regard to the leadership in health education, have the 
schools of public health made a conscious decision to de-empha- 
size professional preparation in health education at the doctorate 
level? Table 5B shows only four (4) of the 27 schools awarded 1 8 
doctoral degrees in health education during the three year period of 
1992-1994. Is the mantle of leadership being passed to institu- 
tions other than schools of public health? 

Strong and effective accreditation has made an important 
contribution to the quality and integrity of higher education in 
America. This has been accomplished by helping institutions as 
well as the professions to develop criteria and guidelines for 



assessing educational effectiveness. Accreditation is an on-going 
and evolving process whose purpose is program integrity while 
protecting the public’s interest in program quality. 



Table 5B 

Number of Doctoral Degrees in Health Education 1 Awarded by Type of 
Institution and by CEPH Accredited Status M 992-1 994 

Number of Degrees Awarded 



CEPH 

Accredited 

Status 


Doctorates Awarded 
by Schools of 
Public Health 


Doctorates Awarded 
by Institutions 
without Schools 
of Public Health 


Row 

Totals 


Accredited 


18 


25 


43 




(7.8%) 


(10.8%) 


(18.6%) 


Non-Accredited 


0 


188 


188 




(0%) 


(81.4%) 


(81.4%) 


Column Totals 


18 


213 


231 




(7.8%) 


(92.2%) 


(100%) 



'Source: University Microfilm, Inc. Company. 1995. [dissertation abstract 
service], 

2 Sourcc: Association for the Advancement of Health Education (March-April 
1995) Directory of Institutions Offering Undergraduate and Graduate Degree 
Programs in Health Education. Journal of Health Education, 26(2), 107-1 18. 



Prospects For the Future 




Despite apparent problems, the future of graduate programs 
in health education appears bright. The changes in public health, 
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higher education, credentialing, and accreditation provide a frame- 
work for developing long term goals and a productive future for the 
health education profession. Graduate programs and research will 
provide strength of leadership and direction. To assure continued 
progress in the development of graduate programs for health 
education, the following recommendations are offered: 



• A national data bank should be established and main- 
tained on a continuing basis relating to the need for 
health educators at the bachelors, masters and doctoral 
levels of preparation. This data base should also in- 
clude the number of professionals in practice by loca- 
tion, type of institution, and certification status. 

• A national conference on health education should be 
called by the relevant professional organizations for the 
purpose of developing policies relating to the issues of 
certification and accreditation. Special attention should 
be given to the accreditation of doctoral programs. 

• A national conference on graduate preparation for 
health education should be sponsored by the national 
health education organizations for the purpose of 
conducting a critical review and evaluation of programs 
in light of contemporary developments in higher educa- 
tion and public health. 

• A series of forums on health education research should 
be conducted as a followup to the September, 1 994 
research conference held in Atlanta, Georgia. 

• Partnerships between the fields of education and public 
health should be developed at the local, state, and 
national levels to give renewed emphasis to disease 
prevention and to health promotion programs. 

• A close working relationship should be established 
between the faculties of the schools of public health and 
the health education faculties from the institutions 
without schools of public health for the purpose of 
facilitating communication and coordination in resolv- 
ing issues of importance to the profession. 
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CHAPTER 3 



OVERVIEW OF THE DEVELOPMENT OF GRADUATE 
HEALTH EDUCATION STANDARDS 

Joint Committee for the Development of 
Graduate Level Preparation Standards* 

The profession of health education has undergone tremen- 
dous growth and evolution over the past few decades. Building on 
the foundations of thoughtful introspection and vision in the late 
1950s and early 1960s, concerned professionals delineated and 
validated the roles and responsibilities of entry level health educa- 
tors. This came about during a time when the public health leader- 
ship in the nation was working to establish a set of national health 
objectives. After defining the roles and responsibilities, attention 
turned to providing guidelines for the entry-level training programs 
to help them review and evaluate their curricula to see if the pro- 
fessional preparation programs were providing competency-based 
training for their health educators. Following two national consen- 
sus conferences (Bethesda, 1978; Birmingham, 1981), these 
guidelines for professional preparation program planning and 
evaluation were adopted. 

Thus, there is in place a set of guidelines to help university 
programs prepare their health educators for professional roles. But 
guidance for entry-level professional preparation is not sufficient. 
The profession still lacks specific curricular requirements to guide 
graduate health education training. This has been the subject of 
discussions in the professional literature (Bcnslcy & Pope, 1992). 

In this paper, we will discuss the history of professional roles and 
responsibilities, the need for and the value of a common framework 
for health education at the graduate level, and propose new areas of 



O 



47 



36 



responsibilities and competencies appropriate at the graduate level. 
Chronology of the Graduate Standards Process 

The Joint Committee for Graduate Standards was established 
by the Association for Advancement of Health Education ( AAHE) 
Board of Directors in June 1992. The committee membership was 
comprised of members of the Society for Public Health Education 
and Association for the Health Education Baccalaureate Program 
Approval Committee (SABPAC) and the AAHE/National Council 
for Accreditation of Teacher Education (NCATE) Review Commit- 
tee. All committee members have remained on the Joint Commit- 
tee even if their tenure on the respective association committee 
expired. Letters were sent to the various health education profes- 
sional organizations soliciting their active participation in the 
process. At that time, only the two founding organizations were 
actively involved in the process: AAHE and the Society of Public 
Health Education (SOPHE). Funding for the project was shared by 
AAHE and SOPHE. To obtain a broader perspective during this 
process, committee membership was expanded to include members 
from the Council on Education for Public Health (CEPH) and the 
National Commission for Health Education Credentialing, Inc. 
(NCHEC). 

In October 1992, the Committee met in a two day retreat to 
determine how best to proceed. A budget was established and a 
long-term plan was drafted. The committee decided to use the 
“Framework’s” list of responsibilities and competencies for entry- 
level health educators as a starting point from which to identify the 
competencies the committee members felt were germane to gradu- 
ate-level preparation. It became apparent during the committee’s 
discussions that three areas needed to be addressed: 

1 . To designate those competencies and 

subcompetencies that were exclusively pertinent to 
undergraduate preparation. The committee rea- 
soned that all students entering graduate programs 
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will already possess these competencies, or the 
program will require students to gain those compe- 
tencies before or during their graduate programs. 

2. To add additional areas of responsibilities and 
competencies which were needed to ensure 
preparation for knowledge and skills required of 
health educators with advanced preparation. 

3. To create new subcompetencies to enhance the 
existing areas of responsibilities and to support the 
newly created areas of responsibilities. The 
creation of these new areas was related to the 
expectations of graduate level students as they enter 
the job market. 

The Committee’s plan was to brainstorm, discuss, and refine 
these changes to the roles and responsibilities and develop a survey 
instrument that would be used to generate feedback and validation 
from health education practitioners. During the remainder of 1992 
and the beginning of 1993 such an instrument was constructed to 
assess the value and relevance of the current roles, responsibilities, 
and competencies to graduate education. The instrument was 
reviewed and revised by the entire committee in April, 1993. The 
Committee then solicited universities to provide a list of profes- 
sionals and practitioners from a variety of work settings (e.g., 
higher education, health departments) to respond to the instrument. 

By October 1993, using the lists of names provided by the 
universities, the instrument was sent to 418 practitioners in the 
field. These surveys were returned during the winter of 1993- 
94. Comments from the first survey were used to modify the 
instrument for the second round of review from the field. A 
second draft was prepared, mailed to universities for input, and 
presented to interested parties during a session at the annual AAHE 
convention in March 1995. 

The Committee met in July of 1995 to finalize the draft copy 
of the Graduate Level Competencies. At this same meeting, with 





approval from the two founding associations, a national meeting 
was planned for February 8- 10, 1996, in Dallas Texas. Invitees 
from all institutions preparing graduate level health educators will 
be invited in order to obtain direct input to further validate the 
competencies. Following the modifications arising from input at 
this meeting, the Joint Committee intends to provide the completed 
document to the profession through all appropriate means. 

Rationale for New Areas of Responsibilities 

The advanced nature of graduate study in health education 
implies that additional areas of responsibility are needed to ensure 
that graduates of advanced programs possess skills beyond those of 
entry-level practitioners. Discussions among the committee 
members and input from the field concluded with the development 
of three additional areas of responsibility which add on to the 
seven areas of responsibility which already exist in the Framework. 

Area VIII: Applying Research Principles and Techniques to Health 
Education 

Because students at the graduate level generally develop 
skills in data collection and analysis, and use the findings from 
research studies to develop and revise programs, this area was 
developed with specific competencies and subcompetencies to 
assure that graduate level curricula will include the application of 
qualitative and quantitative data. 

Area IX: Managing/Supen>ising Health Education Programs in a 
Variety > of Settings 

In many practice settings, graduate level health educators are 
asked to assume significant management responsibilities. In some 
settings, supervision is a significant concern. For this reason, 
those involved in this role delineation felt that graduate programs 
need to include curriculum to assure quality management/supervi- 
sion skills among their graduates. 
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Area X: Advancing the Profession of Health Education 

A major responsibility of health education professionals with 
advanced skills and knowledge is to provide leadership services to 
individuals and organizations. It is expected that these services are 
planned and delivered in an ethical manner. This tenth area of 
responsibility was created to ensure quality leadership with an 
understanding of ethical principles. 

The competencies which are being recommended for gradu- 
ate level preparation reflect the premise that individuals entering 
these programs will already have been trained at the undergraduate 
level in the core competencies to practice health education, or that, 
by the time they complete their graduate education, they will have 
had an opportunity to receive training in the core, as well as the 
advanced Responsibilities & Competencies. 

It is with this premise in mind that the committee highly 
recommends that students who have been accepted for graduate 
work in health education, but who lack specific discipline under- 
graduate training, be afforded every opportunity to receive training 
in the entry-level health education competencies and responsibili- 
ties. This remedial preparation would provide training in the basic 
competencies, upon which graduate-level preparation could then 
build. This training should address those areas where a student 
lacks competency-based preparation, following the guidelines 
articulated by AAHE/SOPHE. This attaining of the basic or entry- 
level standards helps to assure that all practitioners have a common 
set of skills. It is this set of competencies that the certification 
tests and verifies. 



Implications of the Graduate Standards 



There are two obvious implications for the adoption of 
graduate professional preparation standards. The first is to assure 
that, regardless of the school and program from which an indi- 
vidual graduates, there is a common core of preparation for prac- 
tice upon which employers can rely. The more professional prepa- 
ration is recognized as adhering to nationally acknowledged stan- 
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dards, the more health education will be recognized as a protes- 
sion. This increases the marketability of each program’s graduates. 
A secondary implication is that professional preparation programs 
will develop program curricula which include and are guided by 
the new areas of responsibilities and competencies that have been 
identified as appropriate at the graduate level. As standards are 
adopted, accrediting bodies (e.g., SABPAC, NCATE & CEPH) will 
use these standards in their review procedures. As these accrediting 
bodies incorporate the new standards into their expectations, 
programs and departments which prepare graduate health educa- 
tions will align themselves with the new expectations. As interest 
in accreditation increases, those departments not preparing stu- 
dents in the basic graduate competencies may consider revision of 
their curricula to bring their programs in line with existing national 
standards. 

Other possibilities exist which have to do with NCHEC and 
competency based assessment. It is possible that the advanced 
responsibilities and competencies could lead to a test designed to 
assess mastery. This might lead to the development of a second- 
tier certification. 

Beyond the advanced-level assessment is a possibility that 
specialty examinations may be developed. Given the current 
division of health education practice into major settings (e.g., 
community, worksite, school, and medical care/patient education), 
and the continued interest in disease specific educators (e.g., HIV/ 
AIDS Educators), NCHEC may, at some time in the future, work 
with subspecialties of the profession and their respective profes- 
sional organizations, as well as professional preparation programs 
to develop specialty certifications. But this is for the future. 

The profession of health education is at a juncture of unprec- 
edented opportunity, in part defined by its own efforts to enhance 
the skills and abilities of the health education practitioner, but also 
in part by the dramatic changes that are occurring in the nation 
related to the organization, delivery, and payment of health ser- 
vices. The strength of the profession is in direct proportion to the 
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strength of the academically-prepared professionals who come 
from strong, competency-based programs. Using standards which 
have been validated by the profession to influence the curricula of 
such programs will only serve to strengthen the status of health 
education. 
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CHAPTER 4 



A CASE STUDY IN DEVELOPING STATE GUIDELINES 
FOR PREPARING UNDERGRADUATE AND 
GRADUATE HEALTH EDUCATORS 



William B. Cissell, Ph.D., M.S.P.H., CHES 



Professional health educators of Texas have long had an 
interest in basing the preparation of aspiring professional health 
educators on well developed and widely recognized standards. 

They have provided leadership both within their own state and 
nationally in the development of state-of-the-art curricula, design- 
ing and distributing frameworks and guidelines for curriculum 
development, and prodding officials in state agencies, professional 
organizations, and their home institutions into supporting efforts to 
assure quality in graduate preparation. The development of the 
Guidelines for Health Education/Health Promotion Degree Pro- 
grams in Texas (Health Professions Education Advisory Committee 
[HPEAC], 1993) served as both a challenge and an opportunity for 
health educators wishing to influence professional preparation 
standards. 

Background 

For an extended period of time prior to 1 978, aspiring health 
educators and physical educators in Texas were prepared in a 
common curriculum and received a common certification of their 
competence. After considerable pressure had been directed at the 
Texas Education Agency (TEA) and the Texas Higher Education 
Coordinating Board (CB) by both health educators and physical 
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educators, they authorized separate preparation and certification 
for these two disciplines (Buckner, 1995; Cady, 1995; Calsbeek, 
1995; Hansma, 1995; HPEAC, 1993). Shortly after this was 
achieved, academic departments that prepared health educators 
began to broaden their foci to include preparation that would 
enhance the graduates’ prospects for becoming employed in set- 
tings other than public schools (Cady, 1995; Calsbeek, 1995; 
Hansma, 1995). 

In 1987, the Texas state legislature passed into law Senate 
Bill 994, which limited prospective public school teachers to a 
maximum of eighteen semester hours of professional education 
courses. The CB responded by prohibiting the awarding of under- 
graduate education degrees. An array of new names for under- 
graduate programs proliferated, which led to confusion on the parts 
of students, curriculum committees within the colleges and univer- 
sities, the community, and, possibly most significantly, members of 
the HPEAC of the CB (1993). In September 1991, the HPEAC, in 
an effort to clarify the appropriate preparation standards for the 
discipline represented by terms including community health, health 
education, and health promotion, appointed The Health Education/ 
Health Promotion Task Force. 

Rather than address all of the items listed in the initial charge 
presented to them by the HPEAC. members of the Task Force 
focused on the following: 

1 . Identify and recommend the minimum subject 
content and terminal competencies expected of 
graduates of baccalaureate, masters and doctoral 
degree programs for health education and health 
promotion. 

2. Identify the entry-level degree for health educa- 
tion and health promotion professionals. 

3. Identify educational ladders and avenues of 
educational mobility available for graduates of 
health education and health promotion degree 
programs. 




More than two years were devoted to developing the recommenda- 
tions in the final report, Guidelines for Health Education/Health 
Promotion Degree Programs in Texas (HPEAC, 1993). 

Membership of the Task Force 

Initially, the makeup of the Task Force caused grave concern 
among the professional health educators in Texas. The individual 
appointed to chair the Task Force was the dean of the University of 
Texas School of Public Health. The majority of the rest of the 
members were college and university administrators and staff of 
the CB who had neither been trained nor ever practiced as health 
educators. Only four members of the total of 19 Task Force mem- 
bers were employed as faculty in academic departments that 
prepared health educators. Two others were health educators 
employed in provider institutions. One of these was employed in 
the Texas Department of Health and the other was employed in a 
hospital. 

Professional health educators began to communicate concern 
by telephone, correspondence, and visits during meetings of their 
professional organizations about a task force with the preponder- 
ance of its members being without health education credentials 
establishing standards for professional preparation in our field. A 
meeting sponsored by the Health Education in Higher Education 
Foundation focused on a review of issues and concerns about the 
membership of the Task Force, its charge, and strategies to assure 
acceptable outcomes of the process in which the Task Force was 
engaged. Individuals who had the greatest potential to influence 
them volunteered to assure that accurate information was presented 
to particular members of the Task Force, and they succeeded in 
doing so. Some volunteered to review and critique drafts of rec- 
i ommendations as these were distributed to members of the Task 
Force and they succeeded in doing so. Three volunteered to make 
presentations to the Task Force during one of its meetings. They 
were able to make presentations to the subcommittee of the Task 
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Force that was preparing the guidelines for preparation at the 
baccalaureate level. 



The Finished Product 



The guidelines are presented in a 36 page document, which 
includes title page, list of the members of the CB, table of contents, 
preface, charge, introduction, discussion of considerations about 
the feasibility of an associate degree preparation, baccalaureate 
degree guidelines, masters degree guidelines, doctoral degree 
guidelines, references, and appendices. The preface states a com- 
mitment by the CB to use the Guidelines as a standard against 
which to consider authorization of programs without regard to the 
names used in identifying them. It also indicates that the intention 
of the CB was to authorize programs that “...focus on educating 
students to assist in changing or reinforcing the behavior of indi- 
viduals, organizations, and communities” (HPEAC, 1993 p. 1). 

The introduction provides a very brief historical perspective 
of the field of health education. (See note*.) It emphasizes the 
need within a society for the services of health education profes- 
sionals. It provides a sketchy overview of early preparation pro- 
grams, the philosophy underlying health education practice and 
discussion of sune of the content previously included in prepara- 
tion programs. It also includes the definition of health promotion 
that was adopted by the World H ;alth Organization and the Ameri- 
can Public Health Association and states endorsements of the Role 
Delineation Project for Health Education and A Framework for the 
Development of Competency-Based Curricula for Entry Level 
Health Educators (National Task Force for Preparation and Prac- 
tice of Health Educators, Inc., 1985). 

The Task Force recommends that the associate degree level 
not be accepted as the entry-level degree for health education. 
Rather, they recommend that students pursuing an associate degree 
seek to practice in another health-related occupation or use their 
associate degree coursework as an academic foundation for enter- 
ing a baccalaureate program in health education. 
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The Task Force states eight specific curriculum guidelines 
for the baccalaureate c gree. The first of these is that this be the 
first degree in the career ladder for professional health educators. 

It also recommends that, at this level, preparation should be gen- 
eral rather than specialized to a particular practice setting. Other 
recommendations address the issues of articulation of the general 
education requirements with the major curriculum, exit competen- 
cies, a balance between content and process skills, and the use of 
innovation and creativity in program design. The suggested cur- 
riculum design includes 60 semester hours devoted to general 
education competencies, 36 semester hours devoted to discipline 
program competencies, and 24 semester hours devoted to profes- 
sional competencies. The specific competencies and outcomes are 
stated in considerable detail. 

To determine competence to enter a masters degree program 
in health education, the Task Force recommends that the applicant 
be required to have completed a baccalaureate degree in health 
education or a baccalaureate degree in a related discipline, and 
(a) two years equivalent work-related experience and leveling 
coursework or transcript evaluation, (b) completion of prerequisite 
leveling coursework, or (c) transcript review for comparable or 
related coursework in other disciplines. Five areas of competence, 
including: 1 ) assessment and research, 2) program leadership, 

3) program planning, 4) program implementation, and 5) program 
evaluation, were identified as the categories into which the compe- 
tencies and outcomes at the masters level should fall. 

The volume of courses necessary to achieve competence in 
the skills appropriate to this level of preparation was projected to 
fall in the range of 36 to 45 semester hours, after completion of 
prerequisites and leveling courses. Competence can be achieved in 
each of the categories through one or more individual courses or 
through units spread over several courses. Completion if an 
internship and a graduate-level project culminating in a thesis or 
professional paper is required. 

The Task Force describes preparation at the doctoral level as 
“in a preliminary manner because the Task Force believes the 



profession at this education level is in an embryonic stage and is 
still developing.” (See note **.) The Task Force reports that core 
competencies at the doctoral level are not specified in the field of 
health education and that, for this reason, “the institutions would 
not be restricted in developing curricular elements to mirror the 
developing profession.” It describes the primary purpose of the 
doctoral degree in higher education preparation as conducting 
research as a point of reference to guide the reviewer in critiquing 
a program. It also indicates that university teaching and program 
administration are important applications of the knowledge and 
skills appropriate to an individual educated at the doctoral level. 

Eligibility to enter the doctoral level program is based on 
completion of “baccalaureate and master’s preparation that may be 
in a variety of fields, such as physical education/ kinesiology, 
nutrition, education, allied health, physiology, psychology, public 
health, and nursing. Individuals having other than health educa- 
tion/health promotion undergraduate education would be required 
to achieve the equivalent of master’s level preparation in the field 
prior to being admitted to doctoral level courses.” 

Five areas, 1 ) behavioral and social sciences; 2) epidemiol- 
ogy and biostatistics; 3) program planning, management, and 
evaluation; 4) human biological sciences; and 5) research methods, 
are designated as appropriate categories for the core competencies 
in a doctoral program. 

Impact of Guidelines on Programs 

Based upon recent correspondence and telephone conversa- 
tions between this writer and present and former chairs and heads 
of professional preparation programs across Texas, the Guidelines 
have had almost no effect on graduate programs to date (Buckner, 
1995; Calsbcek, 1995). This is not surprising since these were 
published and distributed less than two years ago. The majority of 
those expressing an opinion believe that the Guidelines. W\W even- 
tually have a slight effect on masters programs (Buckner, 1995; 
Cady, 1995; Calsbeck, 1995; Hansma, 1995). However, there is 



little substance in the recommendations at the doctoral level, which 
means that virtually none of the three current doctoral degree 
programs in Texas is apt to be affected by the Guidelines. The 
greatest impact has been at the baccalaureate level and this is apt to 
be the case in the future. 



Integration of Nationally Developed Graduate Standards 



The Joint Committee on Graduate Standards, which is 
discussed in greater detail elsewhere in this monograph, has been 
working since 1 992 to develop a recommended framework for 
curricula at the graduate level. This framework will be organized 
into areas of responsibility, competencies, and subcompetencies 
that include and supplement those resulting from the Role Delinea- 
tion for Health Education Project. At this point, the Joint Commit- 
tee has not developed a final document to recommend to its spon- 
soring organizations. Therefore, discussion of the integration of 
these standards into programs in Texas is highly speculative at best. 

Based upon preliminary drafts that have been circulated to 
the field for review and comment, the future graduate standards 
will be highly likely to support and complement the Guidelines at 
the masters level. Whether or not they will be more directive than 
the Guidelines are at the doctoral level is difficult to predict. 

Some of the academic departments that offer professional 
preparation in health education in Texas closely monitor develop- 
ments at the national level. Most of these act quickly to integrate 
new guidelines and standards as well as inform their students of 
curreni issues and concerns affecting our field. Others tend to lag 
behind in the pattern commonly seen in diffusion of innovation 



models. If, and when, nationally produced and professionally 
endorsed graduate standards become available, the same pattern of 
integration is apt to occur. At least in Texas, there will be a refer- 
ence document available through the CB that supports efforts to 
assure competence in appropriate skills and knowledge by the 
professionally prepared health educator. 
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Recommendations 



The Guidelines for Health Education/Health Promotion in 
Texas (HPEAC, 1993) is a reference document that all chairs and 
heads of health education programs in higher education should 
have in their professional libraries. It will be useful for inspiring a 
higher education board or commission to examine current practices 
for assuring quality in the preparation of professional health educa- 
tors where this seems desirable. It will also be a good supplement 
to the graduate standards that are being developed by the Joint 
Committee on Graduate Standards. The latter will probably be 
distributed in their final form in mid-to-late 1 996. If the process of 
setting state or commonwealth standards follows the pattern seen 
in Texas, the preponderance of the members of the recommending 
body will be healtn professionals other than health education 
specialists. It will be important for the health education specialists 
to quickly organize to assure that the members of this recommend- 
ing body are well versed on the appropriate standards. Further, 
leaders of heath education preparation programs should continually 
monitor the quality of their programs. Availing themselves of 
appropriate reference documents should be a routine activity. 

* NOTE: The Task Force expresses a preference for the term 
health promotion. This author prefers the term health education and 
uses it rather than health promotion in most circumstances. 

** NOTE: Three universities in Texas have been awarding 
doctorates in health education for more than 25 years. One must ponder 
the length of time that a discipline must experience the embryonic stage 
of doctoral degree development. 
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CHAPTER 5 



EMPOWERING HEALTH EDUCATORS TO 
INTEGRATE COMPETENCIES INTO 
GRADUATE COURSE SYLLABI 



Judy C. Drolet, Ph.D., CHES, FASHA 
Evelyn Ames, Ph.D., CHES 
Joyce V. Fetro, Ph.D., CHES, FASHA 



Introduction 

For over four decades health educators have examined 
competencies needed for professional practice. Initial attempts to 
identify these abilities for undergraduate training occurred at 
Jackson’s Mill, West Virginia ( 1948). Graduate preparation was 
the focus of a similar meeting at Pere Marquette State Park, Illinois 
(1950). More recently, the National Task Force for the Preparation 
and Practice of Health Education (1985) (now the National Com- 
mission for Health Education Credentialing, Inc.) identified a 
Framework of seven generic areas of responsibility with 27 compe- 
tencies and 79 sub-competencies for entry-level health educators 
(Foder, Dalis, & Giarratano, 1995). These responsibilities are 
applicable for work conducted in schools, colleges/universities, 
community, worksite, and medical settings with individuals, 
groups, and organizations. Since they are criteria for certifying 
health education specialists, these competencies also serve as a 
foundation for professional preparation and encouraging 
professional development. 

During the past ten years, institutions that prepare health 
educators most frequently have infused these competencies into 
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courses such as Evaluation, Community Organization, and 
Research Design. Now integration also needs to occur or expand 
in courses typically identified as “content” and “methods” classes. 
In addition to “process” courses, course syllabi for “content”- 
oriented courses (e.g., sexuality education, chronic/degenerative 
disease, consumer health, substance abuse/drug prevention 
education), where usually less focus is placed on process and skills, 
need to incorporate entry-level responsibilities and competencies. 
For example, theoretical steps for program planning learned in 
Community Organization can be reinforced by an assignment in 
Sexuality Education to plan an in-service workshop on “disease- 
protected sex” for staff at the local county health department. 

The National Council for Accreditation of Teacher Education 
(NCATE) adopted (September 1986) matrices that delineate the 
seven areas of responsibility and their accompanying competencies 
and sub-competencies for review to accredit teacher education 
programs in health education. University folios submitted for 
review for program approval are based on these areas as well as 
course content in health education and professional issues. Aside 
from teacher education, university health education programs may 
seek approval for the baccalaureate level program from the Society 
for Public Health Education and Association for the Advancement 
of Health Education Baccalaureate Program Approval Committee 
(SABPAC). The SABPAC manual targets achievement of skill in 
these same responsibilities, competencies, and sub-competencies. 

In addition, the Joint Committee for the Development of 
Graduate Level Preparation Standards has drafted additional 
competencies for the seven responsibilities and additional areas of 
responsibilities and competencies related to the practice of health 
education such as research principles, management and supervi- 
sion, and leadership skills including cognition of ethics. These 
additional areas of responsibility reflect classical components of 
professional preparation commonly addressed in graduate 
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curricu'a. [See Chapter Three that fully explains the work of the 
Joint Committee.] 

University and college professionals need to re-examine their 
course syllabi to strengthen and enhance existing activities and 
strategies to make them more adequately address these program 
standards. Courses in which both undergraduate and graduate 
students enroll should indicate different standards for the respective 
levels. Authentic experiences that are relevant to the 
practitioner should be included within the structure of a course. 
Responsibilities can be included in syllabi by: 

» building class activities to meet the competencies 
and sub-competencies 

• providing functional information needed to 
accomplish sub-competencies 

• constructing authentic assessments to evaluate level 
of accomplishment of the sub-competencies. 

Examining and Strengthening Existing Syllabi 

Although all delineated graduate standards will not necessar- 
ily be addressed in every “content,” “methods,” or “process” 
related course in a graduate program, all existing course syllabi 
should be systematically examined and strengthened to more 
adequately address established graduate standards and prepare 
students for real-life experiences in the field of health education. 
The following questions can guide this examination: 

• Does the proposed course content provide "functional ” 
knowledge? 

Although one goal of “content” related courses might be to 
address the breadth and depth of information about a specific 
health topic, instructional time is limited. A series of lectures may 
provide comprehensive coverage of a particular health topic but 
specific facts are forgotten and/or become outdated over a period 
of time. Although attainment of health content expertise should 
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not be minimized, it is critical to provide students with “functional” 
knowledge - basic practical information, including how to obtain 
updated information based on current research and practice. Thus, 
examining multiple formal and informal sources of information 
about human sexuality as well as the potential validity and 
reliability of those sources would be more “functional” than 
memorizing specific facts about human sexuality. 

• Are the proposed instructional strategies skills-based? 

Instructional strategies can be divided into four categories: 

strategies for gathering key information (e.g., community organiza- 
tions, current events, field trips, guest speakers, personal inter- 
views, surveys, lecture, media), strategies for encouraging creative 
expression (e.g., creative writing, position papers, dramatic presen- 
tations, role plays), strategies for sharing thoughts, feelings, and 
opinions (e.g., brainstorming, continuum voting, delphi studies, 
forced field analysis, panel discussions, self-assessment, journal 
writing), and strategies for developing critical thinking (e.g., case 
studies, debates, media analysis, technical writing). 

Instructional strategies should be varied, but more impor- 
tantly, they should provide experiences for active learning, skill- 
building. and higher level thinking. For example, rather than 
presenting students with a list of community-based organizations 
that offer sexuality-related programs and services, selected 
students would be assigned to call or visit community-based 
agencies, interview staff, and then present a community resource 
map to other students. 

• Can student activities be restructured to more adequately 
address graduate standards and provide authentic experiences that 
prepare them as health education practitioners? 

Most course syllabi require completion of individual and/or 
group projects and student papers such as researching sexuality 
issues and reporting results in a class presentation. Whenever 
possible, assignments should be restructured to apply information 
and skills rather than merely present information. For example, 
after students review and evaluate existing sexuality education 
curricula for comprehensiveness and potential effectiveness, they 
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would make a recommendation to the district materials review 
committee for curriculum adoption with arguments for a specific 
curriculum adoption. Or, after investigating physical, social, 
emotional, and cultural influences on sexuality-related behavior, 
students can be asked to conduct a community needs assessment to 
determine program strategies for implementation. 

Sexuality Education - Sample Syllabus 

For purposes of this chapter, a Sexuality Education course 
syllabus is used as an example to demonstrate and guide faculty in 
incorporating health education responsibilities and competencies 
into course syllabi. Figure 1 includes descriptions of how compe- 
tencies can be integrated into descriptions of course assignments 
and among syllabus topics in a class schedule. 



Figure 1 



Selected Sections from Sample Syllabus 
Incorporating Responsibilities and Competencies 

AUTHENTIC CREATIVITY UNIVERSITY 
Department of Health Education 

HED 405 SEXUALITY EDUCATION (3 cr) - Fall 2001 

Instructor: Carolyn S. Controversial. PhD. CHES 



1 . Course Focus: This course will address the knowledge and skills that are 
needed to address the complex issues of sexuality education. Discussion will 
include challenges and resources for all settings in which health educators 
practice: schools, university/college, community, worksite, medical. Class 
members will examine the “who. what, when, where, and how” of sexuality 
education. Emphasis is placed on developing the competencies essential for 
application in professional practice. Students are expected to come to class 
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having completed reading assignments and prepared to participate in course 
discussion and activities. Let’s have a productive and fun semester! 



V 

V 

V 

V 

V 



*se Objectives/Health Education Responsibilities: In addition to the 
y'-related material examined in this course, you will participate in 
s that prepare you for real-life experiences as a practicing health 
[Competencies for performing tasks in work settings identified by the 
I Commission for Health Education Credentialing, Inc. are identified in 
:ses.] At the completion of this course, you will be able to: 

use formal and informal sources of sexuality-related information [I A 
1.2, VI a 1] 

investigate physical, social, emotional, and cultural influences on 
sexuality-related behavior [IB 1,2 III C 1] 

plan and implement an age/developmentally appropriate sexuality 
education activity for designated student levels (K-12) [II C 2, D 1,3, 
III A 2,3 

analyze media messages to identify underlying societal values and 
forces [VII B 1] 

apply criteria for comprehensiveness and potential effectiveness to 
existing sexuality education curricula [II B 2 I V A 1 , B 2,3] 

present results of curricula evaluation to key decision makers [IV C 2,3 
D2.VI1C2] 

determine the extent of sexuality-related materials, services, and 
resources and identify gaps and duplication in services [V A 1 ,3 C 2] 

advocate for sexuality education programming in a local community 
[VII B 1,2 C 1,2] 



Sexuality Education Within Comprehensive School Health Education . 




3. Required texts: 



American School Health Association, Kent, OH ( 1991 ) 



Book A 




ERIC 




The Sexuality: Education Challenge. Promoting Healthy Sexuality in Young 
People . J. Drolet & K. Clark (eds.), ETR Associates, Santa Cruz, CA (1994) 

Book C 



4. Grading: You will receive points for all work in this course. Final grades 
will be assessed from the following: 

Exams L IlJinal Exam : Three exams will be given in this class. Each 
exam will cover the section of course material and readings designated in your 
course syllabus. A variety of question formats will be used: short-answer; fill- 
in-the-blank; multiple choice, matching. In each exam you will be asked to 
recall information as well as respond to situations in which you apply what you 
have learned. 50 pts ea 

Team Project Activity : In class you will be assigned to a group for an 
in-class presentation. Handouts with guidelines will be discussed in class. In 
general, you will be responsible for planning and implementing an age/ develop- 
mentally appropriate activity using the ASHA book for guidance about content 
and skills. In addition, after each group project is presented you will be asked to 
submit your quantitative and qualitative evaluation of the project. 30 pts 

Formal and Informal Sources : 

Heritage and Cultural Values : On the date designated in your syllabus 
you should bring to class the computerized list of sexuality related reports on 
relevant risk behaviors and your personal “Heritage and Cultural Values" self- 
assessment (homework). We will investigate in large and small group discus- 
sions physical, emotional, intellectual, and social factors that influence sexual 
behaviors. lOptsea 

Media Analysis : Guidelines will be discussed in class for your assess- 
ment of the variety of purposes/values/imagcs/roles/influences and so on of 
sexuality in mass media. Opposing social forces will be investigated. The 
impact of societal value systems on sexuality related programs will be predicted. 

10 pts 

Research Journal Report : You will provide an oral summary of one 
sexuality related research article from a professional journal. Current APA style 
should be used for the citation of your article. A separate handout will provide 
details for this assignment. 15 pts 
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Selecting Curricula : In class you will have opportunities to review and 
evaluate currently available published sexuality education curricula. After this 
“hands on” activity you will provide an assessment of their components. In a 
role play activity you will interpret your findings for a community advisory 
committee or school board meeting. 20 pts 

Reaction Papers : As we discuss various topics in this course you will 
be asked to write about your response to speakers, videos, reading assignments 
and so on. Your comments should be a critique and/or examination of how you 
would use the resource within sexuality education in a work setting of your 
choice. Further details will be discussed in class. 5 pts ea 

FolloW’the Leader : Chapters in your book focus on sexuality education 
in conservative communities; among high risk populations, and in religious 
organizations. Using the guidelines provided in class you and your partner will 
be “leaders” of a “campaign” to articulate your perspectives. Particular empha- 
sis should be placed on application of ethical principles. 15 pts 

Coordinating Community Services : Guidelines will be provided in 
class for acquiring information about agencies that provide sexuality related 
materials, services, and other resources. You will be assigned a team with whom 
you will formulate a plan for coordinating services including identification of 
gaps and overlap in offerings. Identification of potential sources of conflict and 
methods for conflict management should be included in your program. 

15 pts 



TENTATIVE COURSE SCHEDULE 



Pate 


Topic 


Chapter 


Assignment 


Ts, Aug 22 


Introduction and 
Course Overview 


C2.5 


Personal 
Info Sheet 




Review of K-12 
Team Projects 


ASHA 

book 


Project 
Topic Sheet 


Th, Aug 24 


Historical Perspectives 


Cl 


Reaction Paper - 
Yarbcr Scholar 
Address 
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TF.NTATIVF- COURSE SCHEDULE (cont.) 



Date 


Tdpic 


Chapter 


Assignment 


Ts, Aug 29 


Politics and Policies: 
Why "Sex Ed" 


C3 




Th, Aug 3 1 


Back to the Basics: 
Biological Aspects 


A 


Bio sections 


Ts, Sept 5 


Sources of Sexuality 
Education 


Handouts 


Computer 

Sources 


Th. Sept 7 


Diversity and Sexuality 
Education: Cultural 
Competence; Gay Issues, 
Special Education 


CIS, 19, 20 


Cultural 

Assessment 


Ts. Sept 12 


* continued * 






Th. Sept 14 


Parents & Caregivers: 
Educators & Advocates 


C26 




Ts. Sept 19 


The Affective Dimen- 
sion: Essential for 
Effectiveness 


C14 


Reaction Paper 


Th, Sept 21 


EXAM I 






T s. Sept 26 


Planning and 
Implementing Sexuality 
Education Programs 


A1 




Th, Sept 28 


Controversies andC4, A4 
Challenges 




Ts, Oct 3 


* continued * 






Th. Oct 5 


Language and 
Communication 
about Sexuality 


C15.A3 


“Power of Words ' 
in- class activity 
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TENTATIVE COURSE SCHEDULE (cont.l 



Date 


Topic 


Chapter 


Assignment 


Ts, Oct 10 


Team Activities: Pre-K: 
Grades 1 & 2 


A5, 6 


Project 

Evaluations 


Th, Oct 12 


Mass Media and 
Sexuality 


C30 


Media Analysis 


Ts, Oct 17 


Team Activities: 
Grades 3 & 4: 
Grades 5 & 6 


A6 


Project 

Evaluations 


Th, Oct 19 


HIV/AIDS Update; 
What Educators Need 
to Know 


Cl 6, A-Ap A 


Reaction Paper 


Ts, Oct 24 


Community Programs 
and Partnerships 


C23, 24, 25 


“Follow the 
leader” 


Th, Oct 26 


EXAM II 






Ts, Oct 31 


*** Semester Break *** 






Th, Nov 2 


Avoiding “Getting Into Trouble” 


In-class activity 


Ts, Nov 7 
Th, Nov 9 


Selecting Sexuality 
Education 

* continued * 


C-Ap B 


Curricula 

Assessment 

activity 


Ts, Nov 14 


Evaluating Sexuality 
Education Programs 


C'31 


In-class 

Assessment 

activity 


Th, Nov 16 


Team Activities: 
Middle School/ 
Junior Hiuh School 


A7 


Project 

Evaluations 



c 
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TENTATIVE COURSE SCHEDIJI.E (cont.) 



Date 


Topic Chapter 


Assignment 


Ts, Nov 21 


Research Issues, C32, 33 

Studies, and Conclusions 


Research Journal 
Article Report 


Th, Nov 23 


* continued * 




Ts, Nov 28 


*** Thanksaivina Break *** 




Th, Nov 30 


*** Thanksgiving Break *** 




Ts, Dec 5 


Team Activities: Hiah School A8 


Project 

Evaluations 


Th, Dec 7 


Coordinating Community Services 


Team Plan/ 
Conflict 
Management 



PI.F.ASF. NOTH : This class will meet at the scheduled Final Examination time: 
Ts, December 12, 2001; 5:50 - 7:50 p.m. 



AUTHENTIC ASSESSMENT- Can We Apply What We Learn? 

As revisions in course syllabi are made, instructors must 
identify opportunities to alter the methods used to determine if 
preparation in the responsibilities and competencies is occurring. 
Traditional formats such as multiple choice, matching, or fill-in- 
the-blank tests are narrow and limited in focus. They seldom focus 
on critical thinking, decision making, and goal setting. They 
require learners to recognize fragmented and isolated bits of 
information rather than to apply the information to exhibit 



proficiency in complex reasoning skills. A more comprehensive 
measure of ways that students apply knowledge and skills as they 
might in the “real world” can be accomplished through authentic 
assessment. This means assessment tasks should be meaningful 
and representative of real-life performance expectations. The tasks 
more closely mirror instructional goals and the learning process. 
Thus, authentic assessment is a means of determining if students 
actually master the inherent skills that comprise the responsibilities 
and competencies delineated for health educators. 

Rubrics, which offer clear performance targets to students 
and describe levels of performance, can be developed for specific 
tasks or situations that determine not only the minimum but the 
highest standards for performance. For example, when “Acting As 
a Resource Person in Health Education” a health educator would be 
expected to “use computerized health information 
retrieval systems effectively” to provide the county health 
department director with recent sexually transmitted disease rates. 

In the Sexuality Education course, students would be as- 
signed the task of conducting a search of current, accurate sources 
of these data. An example of a minimum standard would be that the 
student goes on line to obtain the latest data from their state depart- 
ment of health and submits a computerized printout of data showing 
age and gender comparisons of their county statistics. A high 
standard of performance would be that students use “CDC - Won- 
der” to obtain the latest data, develop graphs to illustrate changes 
over the past few years, obtain data to explain demographic data, 
and project future implications of the need for health education for 
the population groups most affected. 

Or when “Planning Effective Health Education Programs” a 
health educator might “develop a logical scope and sequence for a 
health education program.” In the Sexuality Education class, 
students would be assigned a group project to develop a K-6 scope 
and sequence of an age-appropriate sexuality education curriculum. 
The content of the course teaches “how to” accomplish this activity. 
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The assessment of the project would be: 

• submission of a finished scope and sequence chart 
that includes clip art and use of word processing 
program 

• submission of a reference list that includes a review of 
curricula for K.-6 sexuality education curricula at,d 
program planning literature in health education 

• identification of sexuality education interests and 
needs of young people in each grade level 

• identification of community and parental needs and 
interests for their children’s education about sexuality 

• submission of a description page of the steps in the 
process that the group members went through to 
obtain information for planning and creating their 
proposal 

• group presentation of their project information that 
includes visual aids (e.g., posters, bulletin board, and/ 
or transparencies to educate their peers). 

The process of revising a graduate level “content” or 
“methods” oriented course requires faculty to rethink the forms of 
assessment that they use to determine student outcomes. It means 
that faculty must literally discard tried and true evaluation tools 
such as multiple-choice and fill-in-the-blank types of tests. They 
must create assessments that encourage students to apply knowl- 
edge and skills gained in the course’s learning activities. Guidance 
for this revision process comes from determining that the: 

• proposed course content provides functional 
knowledge 
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proposed instructional strategies are s&z7/-based, and 

student activities are restructured to address graduate 
standards that apply to authentic experiences in which 
the health educator practices. 



Reference 



Foder, J.T., Dalis, G.T., Giarratano, S.C. (1995). Health instruc- 
tion: theory and application. (5th ed.). Baltimore, MD: 
Williams & Wilkins Publishers. 
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CHAPTER 6 



SELECTING A GRADUATE HEALTH EDUCATION 
PROGRAM TO MEET YOUR NEEDS 



Mohammad R. Torabi, Ph.D., CHES 



Introduction 



This is an attempt to assist prospective graduate students in 
locating the most appropriate graduate health education program 
which will meet their needs. As a coordinator of graduate studies 
at Indiana University, I was invited to make a presentation on this 
topic at the annual meeting of Eta Sigma Gamma in Denver, 
Colorado. Since then I have received numerous requests for a copy 
of my talk. Publication of this article, hopefully, will provide 
students with some general ideas of where to begin. 

Selecting a graduate education program will profoundly 
impact one’s future professional career. It will stay with you for 
the rest of your life. Thus, careful and deliberate analysis of self 
interest and potential, as well as the prospective graduate education 
program, are worthy of serious consideration. 

In this article the following topics are discussed: general 
considerations, academic considerations, financial considerations, 
search for the graduate program, criteria for the graduate program, 
strategies for contacting, and final thoughts. 

GENERAL CONSIDERATIONS: Whether for personal or 
professional reasons, it is absolutely necessary to have short and 
long term goals. Without realistic and achievable goals in mind, 
one can go in circles. As Charles F. Kittering (Dale, 1984, p. 35) 
stated, “we should all be concerned about the future because this is 
where we will spend the remainder of our lives.” 
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To establish professional goals, a prospective graduate 
student should conduct an objective self-assessment with regard to 
interests, potentials, strengths, and limitations. This step can be 
done with the assistance of your mentor, teacher, parents, or a 
trusted friend. 

Based on these assessments, one should set up long-term 
goals. Having set the long-term goals, it is easier to establish 
short- term goals and objectives. Obviously, these short-term goals 
should be specific and have the potential to ultimately lead you 
toward the long-term career goal. This phase may require some 
time and a great deal of “soul searching.” Often, I recommend to 
my prospective graduate students to seek short-term employment 
with health related professional agencies or expand their intern- 
ships or volunteer for various public health organizations. Having 
different opportunities provides a prospective graduate student 
with relevant experience, time to think about career plans, and the 
possibility to become more financially secure in preparation for 
graduate school. During this time, one also can prepare to take the 
GRE (Graduate Record Exam), that is required by most health 
education graduate programs. My former graduate students who 
had prepared for the examination tended to score higher than those 
who just took the test. Often, graduate admission committees tend 
to give more favorable consideration for graduate applicants with 
professional work experience and a high GRE score. 

During this phase one can investigate the appropriate aca- 
demic degrees needed to achieve his/her career goal. 

ACADEMIC CONSIDERATIONS: Let’s assume that a 
prospective graduate student is interested in pursuing a career in 
health education. It is important to see your short- term goals with 
regard to the desirable degrees such as M.S., M.P.H., M.S.RH., or 
advanced degrees such as Doctor of Philosophy, Doctor of Public 
Health, Doctor of Health and Safety, or a Doctor of Education. 
Obviously, if one were interested in working atthe grass roots level 
and serving as a practitioner, a master’s degree is adequate. 
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However, if one’s interest is in an academic or research career, a 
doctoral degree is very much needed. 

It is also essential to develop an area of interest early in your 
career. The areas of interest may be content oriented such as drug 
education or methodologically oriented such as research design, 
assessment, evaluation, and statistics. This implies that one has a 
specific expertise in a certain area with a basic understanding of 
health issues in general. 

FINANCIAL CONSIDERATIONS: Graduate schools are 
often more expensive than undergraduate schools. The range of 
annual tuition fees nationwide can vary from $6,000 to $21,000 a 
year depending on the major area, private or public, or in-state 
resident or out-of-state resident. To avoid becoming entangled in 
unmanageable debt and burden, one may benefit from following 
these simple steps (Me Wade, 1993). 

Set Goals : Decide what you want to study, where you want 
to study, whether you want to study full-time or part-time, will you 
work to support all or some of your education, and what is your 
appropriate level of debt. 

Take Inventory : Collect all your financial information (and 
that of any family member who will be contributing to your educa- 
tion). Subtract whatever you owe in debts and the amount you end 
up with is the amount you can contribute to your education. 

Budget : Graduate schools are required to publish their 
standard budgets in their respective bulletins and publications. 

Once you receive this information, you know your school related 
costs. Then you create a budget for your personal costs. The total 
of these two determine your total cost for school. 

Do an Analysis : Take the amount of budgets, subtract the 
amount you can contribute, and you know the amount you need in 
financial aid. 

A point of interest regarding the availability of financial 
support may be in the form of a graduate teaching assistantship, 
graduate research assistantship, associate instructorship, or a 
fellowship. Often, major graduate health education programs offer 
the above financial assistance to graduate students, especially 



doctoral students, and may include fee remission for tuition and an 
annual stipend that may vary from program to program. The fee 
remission component of a graduate assistantship is significant 
compensation for all graduate students, particularly the out-of-state 
and international students. 

In addition to financial support, receiving a graduate assis- 
tantship award can provide students with long lasting and needed 
experiences. These experiences can vary from teaching, research, 
and possible publication. For instance, a graduate teaching assis- 
tant may have the opportunity of teaching or co-teaching a college 
course. The teaching experience may involve grading papers, 
tutoring, supervising lab work, and interacting with students. 
Working with seasoned scholars as a graduate assistant may pro- 
vide you with hands on experience in conducting research projects 
including library searches, data collection, data analysis, data 
interpretation, and the write-up and publishing process or an 
article. Developing positive relationships with scholars and men- 
tors will prepare students for future academic success. Further- 
more, genuine cooperation with these researchers may lead to co- 
authoring and publishing articles. 

Students who are interested in gaining research experience 
with certain faculty do not necessarily need to have a graduate 
teaching or research assistantship. Volunteering your services and 
expressing interest in working with certain faculty may open the 
door for other collaborations. Subsequently, as research grants and 
contracts become available to these faculty, one may have a better 
chance of being hired. Overall, it is highly recommended that 
graduate students, especially doctoral students, gain teaching and/ 
or research experience by the time of graduation. These experi- 
ences, along with good recommendations from the faculty, will 
help you build your resume and, subsequently, make employment 
much easier in the competitive market. 

SEARCH FOR THE GRADUATE PROGRAM: Based on 
your long term and short term career, academic, and financial 
goals, a prospective graduate student can search for an appropriate 
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graduate program. Some of the excellent sources for pursuing 
graduate health education degrees are listed below: 

A. A National Directory of College and University / 
Health Education Programs and Faculties by Eta 
Sigma Gamma , 1992 (also, 1995 edition in Press). 
This is a particularly important resource book and is 
available at any health education Department with Eta 
Sigma Gamma chapter affiliation. This document 
contains almost all of the health education depart- 
ments in the United States. It is indexed by faculty 
names, states, and degrees offered. Most importantly, 
the document provides a prospective student with 
complete addresses, telephone numbers, and faculty 
degrees and areas of expertise. 

B. Health Education Directory published by the Associa- 
tion for Advancement of Health Education entitled 
“Directory of Institutions Offering Undergraduate 
and Graduate Degree Programs in Health Educa- 
tion." The latest edition was published in 1995. 

C. American Public Health Association Membership 
Directory. This is also a valuable reference which 
covers general information about the American Public 
Health Association as well as bring members by 
addresses and primary interest areas. 

D. “Guidelines for Selecting a Graduate Program in 
Health Education and Health Promotion,” by 
Bensley, Gay, Pope, The Eta Sigma Garnman , Fall/ 
Winter/86. 

E. Professors, mentors, health education researchers, and 
health education officers of state, district, or national 
health education professional organizations. 

F. Local library reference desk and selected titles of 
additional sources that are listed at the end of the 
articles. 



G. Attending state, national, or international conferences. 
This is an excellent opportunity to meet faculty and 
learn about their respective programs. 

H. Contacting major health education organizations often 
can answer one’s general questions about the field or 
certain health education programs. Addresses and 
telephone numbers of these organizations are listed at 
the end of this article. 

THE SEARCH FOR THE GRADUATE PROGRAM: Based 
on the following criteria it is important to gather and narrow down 
your list of selected universities. 

Reputation of the University : It is important to mention 
that not every highly reputable university is reputable in 
health education. 

Renutation of the Department of Health Education : The 
reputation of a health education department may be mea- 
sured by considering numerous criteria such as the reputa- 
tion of faculty conducting research, teaching, and in na- 
tional leadership roles. For instance, a prospective student 
who is interested in an academic career should be more 
attracted to a health^education department with these 
qualities. 

The Alumni : The success of the department’s alumni is also 
another indicator of the quality of the health education 
program. Through an informal conversation, one can iearn 
a great deal about the faculty, students, and the program. 

Grants and Contracts : Availability of research, education 
and service grants and contracts are another indicator of a 
successful health education department. Such grants and 
contracts often provide jobs and professional experience for 
graduate students. 
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Centers and Institutes Assoc iated with the Departmen t: 
Affiliation of centers and institutes with a health education 
department is another indication of the department s suc- 
cess within the university, and current and future success in 
procuring funds for research, training, and educational 
services. 

Admissions Criteria : Different universities have different 
admission criteria. Major health education departments 
generally have reasonably similar admission criteria. They 
usually rely on past performance, which is the best indica- 
tion of future success. They often are interested in students 
with high undergraduate or graduate grade point averages. 
Other criteria are high scores on the Gradu ecord Exam 
(GRE), or the Millers Analogy Test and st tetters of 
recommendation, especially from acade* .dvisors and 
professors. For international students, hign scores on the 
TOEFL examination are often a requirement. Sometimes a 
low score on one of the above criteria can be justified or 
compensated with documentation of the applicant s 
strengths in other areas such as related work experience or 
evidence of publications in professional journals. Prospec- 
tive graduate students should examine these criteria very 
carefully when applying for admission to more than one 
institution. 

Availability of Graduate Assistants hips and Fellowships: 
Availability of assistantships may be a key criteria for 
certain graduate students because ot absolute financial 
needs. If this is the case, the prospective graduate student 
should apply at least nine months in advance and clearly 
request an assistantship in his/her application documents. 



Geographic Location : Geographic location should be an 
unimportant criterion. While it is ideal to be in a highly 
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desirable region, students should remind themselves that 
they are there only for a few years. Then after earning their 
degree and experience, they can be geographically selective 
for future employment. 

It is worth mentioning that not all of the above criteria are equally 
important. For instance, not every reputable university has a highly 
reputable health education department. It is also possible to have a 
health education department in a smaller university. In my judg- 
ment, the most important criteria for a good academic unit is to 
have dedicated faculty who emphasize teaching and research. 
Teaching and research go hand and hand, especially in a graduate 
program. Usually the current students and alumni of the depart- 
ment can provide prospective graduate students with invaluable 
information about the program and the faculty. 

STRATEGIES FOR CONTACTING: A prospective gradu- 
ate student may solicit information and obtain an application in 
numerous ways: 

Send a letter of inquiry to the department or admis- 
sions office of the selected institution 

• Make a telephone call to an individual faculty mem- 
ber or graduate coordinator 

• Make an appointment and visit with a faculty mem- 
ber, graduate coordinator, department head and 
selected students 

Visit the library, computer facilities, and the student 
services office of the institution 

Based on the above initial fact finding, a prospective graduate 
student should target selected graduate programs and proceed with 
an application for admission consideration. It is important to start 
submitting the admission application about one year prior to the 
desirable date of starting graduate study. This allows a student 
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enough time for possible follow-up or appeal. Further, strong 
applicants admitted earlier are more likely to receive a graduate 
assistantship or fellowship. In my judgment, visiting the campus 
and meeting with selected graduate faculty increase chances of 
being admitted. 

FINAL THOUGHTS: It is important that prospective gradu- 
ate students think in long terms. Students must ask this question, 
“where can I get the best quality education that prepares me for a 
successful career?” Further, graduate education must include 
research experience for a student. A student whose career goal is 
working in an academic setting should select a university that 
provides him/her with strong research and teaching opportunities. 
Additionally, availability of obtaining professional service experi- 
ence at a university should not be overlooked. 

For the sake of long- term benefits, a prospective graduate 
student should tolerate a few inconveniences such as a six month or 
a year longer program, hardship of climate, geographical location, 
or a lower stipend. Most importantly, a graduate student must 
appreciate high academic demand. 

Finally, 1 believe that no institution of higher education can 
provide a graduate student with high quality research and teaching 
experience for an uninterested and unmotivated student. Students 
should have a positive attitude and a desire to learn. 
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Addresses and Telephone Numbers of Major National 
Honorary and Health Education 
Professional Associations 



American Public Health Association 
1015 15th Street, N.W. 

Washington, DC 20005 
(202) 789-5600 

American School Health Association 
P.O. Box 708 
Kent, OH 44240 
(216) 678-1601 

Association for Advancement of Health Education 
1900 Association Dr. 

Reston, VA 22091 
(703) 476-3437 

Eta Sigma Gamma 

2000 University Ave. 

Ball State University 
Muncie, IN 47306 
(317)285-2258 

Society for Public Health Education 

2001 Addison Street, Suite 220 
Berkley, CA 94704 
(510)644-9242 
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CHAPTER 7 



HEALTH EDUCATION THEORY: A FOUNDATION 
FOR GRADUATE EDUCATION 



Kathleen J. Welshimer, Ph.D., M.S.P.H. 




Health educators’ dynamic professional environment re- 
quires them to adapt rapidly to changing problems, priorities, and 
populations in a wide range of work settings. It is not possible for 
health education students to learn specific program strategies that 
anticipate every challenge. Fortunately, health education theory 
provides a framework for decision making and program planning 
that transcends particular work settings or service populations. 

Whether health educators want to inform, motivate, facilitate 
or reinforce health-relevant behavior, health education theory can 
expand their understanding of health-related behaviors and prob- 
lems, and strengthen their ability to offer effective programs. 
Furthermore, by testing and refining theory through its application 
to health education practice, health educators can strengthen the 
profession’s intellectual foundation. This paper describes the 
nature of theory, its application to health education practice and 
research, and strategies for teaching and learning health education 
theory in graduate education. While many of the points apply to 
undergraduate students as well, they are usually exposed to theory 
at a basic, purely applied level. 

The Meaning of Theory 



Theory is defined as: 

Systematically organized knowledge appli- 
cable in a relatively wide variety of circum- 
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stances... devised to analyze, predict, or 
otherwise explain the nature or behavior of a 
specified set of phenomena. (Webster’s II 
New Riverside University Dictionary, 1984) 

A theory describes the major factors that contribute to the 
phenomenon or behavior of interest, the relationships among these 
factors, and the conditions under which the relationships apply. To 
qualify as a theory, it must be generalizable across populations, 
place, and time. The factors and their relationships are quantifi- 
able: they can be entered into a mathematical equation to predict or 
explain an outcome s occurrence. (Kerlinger, 1973) 

Health education draws its theory from education, health and 
social psychology, and sociology. Much of the theory used in the 
discipline consists of “models." The Health Belief Model (Janz & 
Becker, 1984), PRECEDE/PROCEED Model (Green & Kreuter, 
1991), and the Transtheoretical Model (Prochaska, DiClemente & 
Norcross, 1992) are three commonly used models. Like most 
models, they are derived from existing theory, applying theoretical 
concepts in a new way. Models are less specific than theory about 
the precise nature of relationships among the relevant factors. 
Nevertheless, they are as useful as full-grown theories for most 
program planning and evaluation purposes. 

Benefits of Theory in Graduate Health Education 

Health education theory can contribute to graduate education 
in several ways. It provides coherence to course work and helps 
students conceptually organize apparently unrelated information. 
For future practitioners, theory furnishes a framework for develop- 
ing sound health education elTorts. For future faculty and health 
education researchers, theory provides the solid grounding needed 
to conjjibute systematically to the profession's intellectual base. 

Graduate students often feel that their academic preparation 
is compartmertalized into various areas of content (drug and 
alcohol education, sexuality education, etc.) and process (planning. 



organizing, evaluation, research). The common themes connecting 
the content areas are not readily apparent, and how to apply the 
processes and strategies learned is often unclear. Consequently, 
students often characterize their graduate education as “too theo- 
retical” when, in reality, their programs (particularly at the masters 
level) tend to be almost entirely atheoretical. 

Learning theory has been compared to using a guidebook to 
a new city: once travelers learn the main streets and key landmarks, 
they find it much easier to navigate the city without becoming lost. 
When students are introduced to theory as a foundation for their 
educational experience, they can use it to organize what they have 
learned in various classes and bring coherence to their course of 
study. For example, students find that the Theory of Reasoned 
Action (Ajzen, 1991; Ajzen & Fishbein, 1980), which describes the 
influence of attitudes and social norms on behavioral intentions, 
helps identify considerations that are important to drug and alcohol 
use, sexual behavior, cardiovascular disease prevention, and other 
health issues. Knowing the Theory of Reasoned Action therefore 
facilitates learning and retention of themes from diverse content 
areas. Perhaps even more important, instead of viewing alcohol 
use, sexual behavior, and cardiovascular disease prevention as 
mutually exclusive problems, students become aware of principles 
that underlie various kinds of health-relevant behavior and under- 
stand that similar program strategies may be effective for different 
problems. 

Similarly, a basic foundation in theory brings coherence to 
students’ professional preparation or “process” courses. For 
example, students working with the Health Belief Model or the 
Transtheoretical Model quickly recognize their usefulness as a 
frame of reference for needs assessment, program planning, and 
evaluation of prevention education. 

Health education relies on its researchers to refine and 
strengthen the intellectual base of the profession. There is still 
much to be learned about the most effective strategies for inform- 
ing, motivating, and helping people to adopt and maintain healthy 
lifestyles. It is essential that future researchers be well trained in 



educational, psychosocial, and behavior change theory and be able 
to use theory with confidence in their research. Educators of 
graduate students must help them value theory’s practical utility, 
teach them major theoretical principles and their application, and 
impress upon them that applying and refining theory are important 
professional contributions. In this way, the profession’s intellectual 
base, effectiveness, and credibility can be enhanced. 

Benefits ofTheoiy for Future Practitioners 

The application of theory encourages systematic assessment, 
planning, and evaluation efforts, and helps ensure that the program 
produces maximum impact with fewest resources. By using a 
particular theoretical perspective or blend of theories to inform 
their health education program, practitioners can focus needs 
assessment on the most important needs and characteristics of their 
target population. At the planning stage, a theoretical framework 
enables them to design a program suitable to the particular popula- 
tion and setting, including the best strategies, messages, and 
sequence of activities. For evaluation, the theoretical framework 
enables practitioners to identify what factors and program elements 
to evaluate. It also enables them to examine the “hows” and 
“whys” the program worked as it did, and thus prepares them to 
refine their program for future use. 

To illustrate, Social Cognitive Theory (Bandura, 1986), 
which characterizes the process of learning and carrying out new 
behaviors, might be used to design a program to promote condom 
use for prevention of H1V/A1DS. The theory suggests a variety of 
factors to address in the program: knowledge of HIV/AIDS and 
condom use, skill at using condoms, skill at negotiating about 
condom use in sexual relationships, sense of personal efficacy at 
using condoms and negotiating their use in relationships, people’s 
beliefs about whether condom use will produce the desired HIV/ 
AIDS risk reduction benefits, and how important they believe 
those benefits to be. The program's specific emphasis would 
depend on which of these elements the needs assessment finds to 
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be most problematic for the target group. To evaluate, the elements 
covered in the program would be measured before and after the 
intervention, and the program’s impact on various subgroups of the 
population could be assessed. Thus, theory can help practitioners 
understand why people behave in a particular way, how to influ- 
ence their behavior, and what factors to consider when evaluating a 
program’s impact. 

Limitations of Theory in Graduate Education 

Faculty and graduate students can improve the way they 
teach and study theory by being aware of theory’s perceived short- 
comings and practical limitations. Many practitioners would not 
agree with the widely quoted assertion that “there is nothing as 
practical as a good theory.” A recent study (Burdine & McLeroy, 
1992) found that community health educators felt behavioral 
theory was interesting but not essential for practice. Health educa- 
tors reported that theory is too abstract to be useful, and too rigid 
to meet their specific problems and practical realities. They also 
reported that they were troubled by the array of theories available. 

If the profession is to be enhanced through the effective use of 
theory, faculty must do a better job of illustrating its value to future 
practitioners and academics. 

Making Theory Practical 

The challenge for health education faculty is how to make 
theory practical. The recommendations that follow are based on 
faculty experiences, observations of students and practitioners, and 
the work ofVan Ryn & Heaney ( 1992). It is appropriate to infuse 
theory into various content and professional preparation or “pro- 
cess” courses, rather restricting it to a single “Theory” or “Founda- 
tions” class. In some health education departments, a common 
core of theory is taught across the curriculum. For example, the 
Theory of Reasoned Action and/or the Health Belief Model, along 
with the Transtheoretical Model of behavior change, and Social 
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Cognitive Theory might be used. These theories provide a broad 
theoretical base for organizing course content and demonstrating 
common constructs that underlie various kinds of human behavior. 
The PRECEDE/ PROCEED Model provides another excellent 
theoretical foundation because it identifies social, behavioral, and 
environmental considerations in health education programming 
within the context of needs assessment, planning, evaluation, and 
community organizing activities. 

Health education theory courses should focus on both the 
elements of theories and their application to health education 
situations. It is useful to begin with specific health education 
problems, then consider which theories can best contribute to 
students’ understanding of the problem and its solution. Specifi- 
cally, students consider what theories are most appropriate, given 
the population and setting of interest, then examine possible av- 
enues of intervention suggested by these theories. For example, 
the problem of encouraging women to breast feed their infants 
might lead to consideration of the Theory of Reasoned Action, 
which characterizes the relative contributions of beliefs about 
performing a behavior and social norms, plus the Social Cognitive 
Theory, which describes various modes of learning as well as the 
role of self-efficacy. By applying both theories to the breast- 
feeding problem, students are able to grasp how similar elements 
are approached from different perspectives, and can recognize each 
perspective’s unique contribution to a successful intervention. Van 
Ryn and Heaney’s article, “What’s the Use of Theory” (1992), 
offers additional guidelines for the process of selecting an appro- 
priate theory and applying it to the various stages of program 
planning and implementation. 

Organizing a theory course around application of theory 
addresses several of the limitations mentioned earlier. It teaches 
students the practical application of theory so they come to value 
its utility and flexibility. It trains them how to select a suitable 
theoretical approach for a particular health education problem. 
Finally, it shows students how to combine elements of several 
theories for effective programming. This process also draws on 




students’ existing knowledge of various content areas and helps 
them integrate theory and content. 

Another important strategy for making theory more real to 
graduate students is to encourage them to conduct thesis and 
dissertation research that builds, tests, or applies theory to practice 
problems. The use of theory encourages systematic thinking as 
they consider variables and their relationships. This systematic 
approach has the important benefit of reassuring them that they 
have not overlooked critical elements in their understanding of the 
phenomenon or problem of interest. Even without being required 
to conduct theory-informed graduate research, students with a 
theoretical background are often intrigued by a particular theory s 
limitations and/or utility for studying various health-related phe- 
nomena and are stimulated to use a theoretical framework to 
organize or drive their research. Theory-informed student research 
also proyides an opportunity to practice using theory under the 
guidance and encouragement of faculty. Finally, it reinforces the 
message that applying and refining theory is an important profes- 
sional and intellectual contribution. 

It seems reasonable to provide students with theories that 
span individual learning and skill building, small group behavior, 
community and organizational behavior, and large-scale change 
issues such as communication theory and diffusion of innovation. 

It is useful for students to learn the historic roots shared by many 
of these theories, the relationships among them, their similarities, 
and differences. Students use this information to mentally organize 
the theories they learn into a more coherent whole. 

The readings used to study theory are also important. The 
perception that theory is too abstract may stem, in part, from the 
reading materials used. The educational and sociobehavioral 
literature features articles on theory testing, usually in rigidly 
controlled situations far from health education. Several basic texts 
appropriate to health education are now available (Glanz, Lewis & 
Rimer, 1990; Gochman, 1988; Strocbe & Stroebe, 1995), and the 
major health education journals increasingly publish research and 
evaluation studies testing and applying theory. 
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Student Efforts 

Graduate students can acquire a foundation in health educa- 
tion theory even in programs where little theory is taught, since the 
books and journals described above are comprehensible without 
formal classroom training. In addition, students are encouraged to 
ask their professors to explain how the phenomena presented in 
class relate to the theoretical principles they have studied. Faculty 
may not have a ready answer, but student interest should stimulate 
them to consider the integration of theory with the content and 
processes they teach. Conversely, teachers of theory may overlook 
its application, in which case students should challenge them to 
make their material more practical. Students should get into the 
habit of synthesizing material from professional preparation and 
content classes with what they are learning about theory. In field 
opportunities and special projects, they should be encouraged to do 
the same. 

Synthesis may not require conscious effort. Graduate stu- 
dents often report that studying health education theory raises their 
awareness about patterns of phenomena in the real world, and they 
find themselves automatically applying it to their everyday obser- 
vations and activities. Students should also develop their own 
macro-models of the relationships among the various theories. 

This will reduce their complexity, help provide coherence, and will 
make them more manageable to use in both health education 
practice and test situations. 

Conclusion 

Burdine and McLeroy ( 1 992) compare the use of theory to 
driving a car with a manual transmission. Initially, gear shifting 
takes much care and concentration, but eventually becomes so 
habitual that the driver is virtually unaware of the stick shift. This 
should be the goal of teaching theory to graduate students. 1 f 
students acquire a solid preparation in theory and learn to think in 
the systematic fashion that theory encourages, the use of theory 
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will become second-nature in their research and practice activities. 
This is a worthy challenge for graduate faculty and a worthy 
objective for students, because a firm foundation in theory and its 
application enhances the professional practice of health educators, 
and strengthens the intellectual base and credibility of the 
profession. 
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CHAPTER 8 



ETHICAL DILEMMAS IN RELATIONSHIPS 
BETWEEN PROFESSORS AND STUDENTS 
IN GRADUATE EDUCATION 



Teresa Pennington Hardman, Ph.D. 

Introduction 



The philosophical term “ethics” is derived from the Greek 
word, ethos, which means character or custom. Philosophers have 
struggled for centuries to define the term “ethics” and its applica- 
tion to individuals, organizations, and societies (Barry, 1984; 
Beauchamp & Walters, 1989). 

Ethical issues in graduate education have been excellently 
discussed in the literature since the late 1970s. These discussions 
have emphasized ethical accountability and responsibility for both 
the graduate student and the graduate professor (Barger & Mayo- 
Chamberlain, 1983; Beauchamp & Childers, 1979; Bok, 1982, 
Brown & Krager, 1985). 

Similarly, discussion of ethical issues, as applied to the 
professional practice of health education, have been ongoing since 
the 1950s. Many of these discussions have focused on ethical issue 
practices for the profession as a whole (Balog, 1985; Barnes, Fors, 
& Decker, 1980; Clark, 1983; Gold & Greenberg, 1992; Gutierrez 
& Shirreffs, 1985; Hochbaum, 1980; Klienschmidt & Ziman, 

1953; McLeroy, Bibeau, & McConnell, 1993; SOPHE, 1983). 
Increasingly, attention has focused on ethics in the preparation of 
health educators (Drass & Feldman, 1989; National Task Force, 
1985; Odom, 1988; Patterson & Vitello, 1993). The relationship 
between the graduate student and the graduate professor is 
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at the heart of professional preparation and, as such, is a pivotal 
component for ethical considerations. 

Definition of Ethics 

Ethics is a philosophical relationship or guide between and 
among people as they seek to interact with each other based on 
some system of rightness or wrongness (Barry, 1984; Beauchamp 
& Walters, 1 989). For some, this system of rightness or wrongness 
is predicated solely on the consequences of the action. That is, if 
the consequence is harmful, then the action was ethically wrong. 
And vice versa, if the consequence of the action is good, then the 
action was ethically right (Balog, 1985; Harron, Burnside, & 
Beauchamp, 1983; Robson, 1966). For others, the ethical rightness 
or wrongness of an action is predicated on following rigid rules 
regardless of consequences. That is, a sense of duty selects the 
action, and consequences (good or bad) are not considered when 
choosing the action (Beauchamp & Walters, 1989; Munson, 1988). 

Ethical Principles 

Ethical principles represent general truths or doctrines that 
arise from a personal ethical belief system (Francoeur, 1983). 
Autonomy, beneficence, confidentiality, fidelity, justice, 
nonmaleficence, privacy, paternalism, professional accountability, 
utility, and veracity have long been discussed and delineated in the 
literature as specific principles of ethics (Munson, 1988). The 
principles of autonomy, beneficcnce/maleficcnce, justice, and 
professional accountability as they impact the graduate student/ 
graduate professor relationship are the focus of this paper. 

Autonomy is the ability of an individual to freely choose a 
course of action and its resulting consequences (Beauchamp & 
Walters, 1983; Hochbaum, 1980). Beneficence is concerned with 
increasing or promoting the welfare of others while maleficence 
refers to actions that bring harm to another (Beauchamp & Walters, 
1989; Munson, 1988). The principle of justice embodies the 
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concept of equal and fair treatment (Beauchamp & Walters, 1989). 
Finally, professional accountability is defined as responsibility and 
accountability for consequences that result from individual profes- 
sional practice (Patterson & Vitello, 1993; SOPHE, 1983). 

Ethical Dilemma 

Ethical dilemmas are situations in which two or more con- 
flicting ethical principles may apply. Each may be a valid prin- 
ciple, but a choice must be made and that ethical choice will 
influence the outcome of the situation (Gold & Greenberg, 1992). 
The relationship between graduate student and graduate professor 
provides fertile ground for ethical dilemmas to occur as each 
person in the relationship acts from an independent, unique ethical 
frame of reference. 

Professor/Student Relationship 

The model relationship between professor and student is one 
characterized by sharing, mutual growth, and mutual benefit. As 
advocated by Bargar and Mayo-Chamberlain (1983), the premise 
of the relationship is built on the congruent and equal sharing of 
the ethical responsibilities in the relationship by both the graduate 
student and the professor. 

Within this unique relationship of professor/student, a variety 
of roles are enacted. The professor may be advisor, committee 
member or chairperson, teacher, graduate assistant supervisor, 
mentor, colleague, and so forth. The student functions in the 
mirror image of each of the professor roles: that is, advisee, stu- 
dent, graduate assistant, mentee, collaborator, and so forth. Each 
role involves differing degrees of professional accountability and 
responsibility. 

For example, both student and professor accountability and 
responsibility expectations with accompanying potential conse- 
quences are probably perceived to be greater in a professor’s role as 
a committee chairperson versus that of committee member or in 
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the mentor role versus the advisor role. The interaction pattern in 
the chairperson and/or mentor role is expected to be upward, 
downward, lateral, broad in scope, inclusive, and visionary. These 
attributes can be compared to the more sequential, task-oriented 
functions of the committee member or advisor. With so many 
varying roles and levels of accountability and responsibility within 
each role, ethical dilemmas are certain to occur. 

Potential Professor/Student Ethical Dilemmas 

Recalling that an ethical dilemma occurs when a choice must 
be made between two valid ethical principles which are in conflict 
(Gold & Greenberg, 1992), let’s briefly review two, of a myriad, of 
potential dilemma areas for the professor/student relationship that 
can serve as examples of ethical pitfalls in the relationship. 

Specific Coursework. Brown and Krager (1985) suggest that 
an ethical advisor would allow the student flexibility in course 
selection (autonomy) without unreasonable rules and demands 
(nonmaleficence) while building on the student’s competence and 
self insight (beneficence) and providing the student with adequate 
information and time (justice). One potential dilemma in this 
scenario is a conflict between autonomy and beneficence. What if 
the student only wants to take coursework that addresses personal 
strengths without regard to building up identified personal weak- 
nesses? Or, what if a student places high value on personal time 
with family and friends and therefore chooses easier coursework 
that requires less time commitment? from the professor’s view- 
point, which should win out - autonomy (freedom of choice) or 
beneficence (improving the welfare of another)? Would malefi- 
cence occur if the student is pressured into taking difficult 
coursework without regard to time constraints? 

Research and Publication. Certainly, the area of research and 
publication has great potential for ethical dilemma in the professor/ 
student relationship. Is the student involved in conceptual research 
tasks, not just menial task-nonmaleficence? Is the student af- 
forded opportunities to participate in research and publication - 
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beneficence? Is fair recognition given to student and professor 
alike - justice? (Brown and Krager, 1985). What if the student 
contributes more than fifty percent of the work but the professor 
needs publications for tenure and the student is listed as second or 
third author or not at all? Is the student treated as slave labor 
(maleficence) or a collaborating colleague (beneficence)? 

Role of Professional Accountability 

What impact does the principle of professional accountabil- 
ity have on the potential ethical dilemmas between the professor 
and student in graduate education? The impact is powerful. The 
acceptance or rejection of professional responsibility and account- 
ability for consequences resulting from the individual practice of 
health education affects ethical choices with regard to other ethical 
principles of autonomy, beneficence, justice , and others. If both 
student and professor own professional accountability, then the 
ideal relationship of mutual respect, sharing, and growth is more 
likely to occur. In the mutually shared climate of professional 
accountability, both student and professor can envision their indi- 
vidual roles in a holistic view of the profession. In this holistic 
view, it does matter whether the individual professor or student is 
ethical for the individual contribution affects the fabric of the 
profession, as a whole. 

Summary 

Graduate education is very time intensive with a concentra- 
tion of one-on-one interaction between the professor and the 
graduate student. The sum of what’s happening in this unique 
relationship is much more than an exchange of information. The 
student is “becoming” a professional, and the professor is “model- 
ing” and “handing off” a mantle of professionalism for the student 
to grow into. This “becoming” is built not on a one-time lightning 
bolt experience but rather is made up of moments stacked one upon 
the other. We must not discount the moments, for it is in the 
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moments that we weave the cloth of the professional mantle. The 
irony is that we can only pass on what we have received in our own 
professional preparation. When ethical shortcuts are taken by 
either professor or student, the configuration of these moments is 
changed and the resulting professional mantle is altered. The 
principle of profession;' accountability can foster the growth 
process of both individuals and the profession as students and 
professors strive together to produce a professional mantle that 
majestically encompasses the best of each contributor as well as 
established ethical principles of interaction. 



The author gratefully acknowledges the contribution of Elaine M. 
Vitello, PhD, in the conceptualization of this article. 
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CHAPTER 9 



GRADUATE PREPARATION IN PHD PROGRAMS: 
SECURING A POSITION IN HIGHER EDUCATION 



Sheila M. Patterson, Ph.D., CHES 



1 he primary purpose of this pap?r is co explain some generic 
steps relevant to searching for a position in higher education. As 
part of the job search, options for improving your marketability 
while still in graduate school are detailed. Suggestions for the 
development of a curriculum vita, hints for writing a cover letter, 
as well as an overview of potential interview questions, are pro- 
vided. Finally, suggested tips for maximizing the pre-tenure years 
are discussed. 

Developing a Sense of Professionalism in Graduate School 

Perhaps one of the areas where new Ph.D.s can gain an edge 
in the job market is to get an early start in developing your market- 
ability for such a position. Webster’s Dictionary (1993) defines 
professionalism as “the conduct, aims or qualities that characterize 
or mark a profession or a professional person ” (p. 930). Three 
main categories of a position in higher education, regardless of 
discipline, focus around teaching, service, and research. There are 
a number of areas where people can strengthen their qualities in 
each of these three tenets while still in graduate school. Involve- 
ment in professional associations can be a first step for each of 
these areas. 

Health educators have a variety of choices when choosing 
professional memberships. Among those directly related to health 
education are American School Health Association (ASHA), 
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American Public Health Association (APHA), Association for the 
Advancement of Health Education (AAHE), and the Society for 
Public Health Education (SOPHE), in addition to the academic 
honorary, Eta Sigma Gamma. Each association has a variety of 
membership levels (national, regional, state, or chapter) where 
graduate students can become involved. The primary method of 
involvement can be as simple as attending a state/national confer- 
ence. In addition to attending worthwhile programs on teaching 
techniques and conducting research, each association also provides 
social/networking opportunities and committees where graduate 
students can volunteer and begin to get an appreciation of the 
service component. Although funds are often limited while attend- 
ing graduate school (many associations give discounts on member- 
ship and conference registration to students), attending national 
conferences can provide a long term investment. If you make a 
commitment to meet and talk (not just introductions!) to one new 
professional at each national conference throughout graduate 
school, you will have the beginning of a professional network of 
colleagues when you secure your first position in higher education. 
Additionally, this network of new acquaintances and colleagues 
can be a wealth of advice during job searches, joining committees 
in the professional associations and perhaps even future collabora- 
tors in research. A new initiative by AAHE is aimed specifically 
at identifying graduate students with leadership potential in health 
education as well as AAHE itself. Leadership Associates Program 
(LAP) is an eighteen month program that provides leadership 
training, observing the governance structure by attending Board Of 
Directors meetings and becoming a member of one committee. 

How will activities in professional associations help my 
marketability? New faculty members often are given the difficult 
task of juggling new courses, advising students, serving on com- 
mittees while also conducting research and participating in schol- 
arly growth activities. Candidates who apply for a position with an 
established professional network and evidence of balancing a 
number of priorities already have shown a mark of professional- 
ism, the ability to manage shifting priorities, and a sense of the 
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efforts needed to be successful in higher education. Professional 
associations provide forums for sharing teaching strategies, im- 
proving, and sharing research techniques and becoming involved in 
the direction of the professional association. As a new faculty 
member, you may be asked to prepare a self-study on your school 
health education program to submit to the National Council for 
Accreditation of Teacher Education (NCATE) or prepare a self- 
study in your community health program for the SOPHE/AAHE 
approval process. Learning about these processes and attending a 
training session while a graduate student certainly would provide 
valuable assistance to the department/institution that hires you. 
Additionally, an awareness and understanding of these processes 
can aid in your knowledge of curriculum development and course 
revisions. In addition to the professional associations, leadership 
as an officer in an Eta Sigma Gamma Chapter, student government, 
community agencies, and task forces also lend credence that you 
are able to effectively manage time and function as a team player- 
essential qualities for all faculty in higher education. 

The Search for a Job in Higher Education 

The preliminary/qualifying examinations are over, all 
courses are completed or nearly completed and your dissertation is 
nearing completion. As tempting as it is to enjoy some moments of 
tranquility, you now need to start your job search. For higher 
education settings, the prime publication to search is The Chronicle 
of Higher Education , a weekly publication focusing on issues 
affecting higher education and also available in electronic form. In 
addition to the listing of positions in higher education, this should 
become a part of your professional reading prior to the job search. 
Reviewing each issue will provide you with a snapshot of emerging 
issues in higher education. A question often asked of job candi- 
dates may be similar to “What do you think are the top three issues 
facing higher education today?” In addition to joining a faculty 
within a specialized profession (health education), you also will be 
joining a campus community facing unique challenges and re- 
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wards, being cognizant of some of these issues will show employ- 
ers that you also have a vested interest in the institution as well as 
your own profession. This enlarged perspective also is imperative 
for individuals who wish to become academic administrators. 

Although the majority of job announcements are in The 
Chronicle of Higher Education, job seekers also should consult the 
journals and newsletters of professional associations, subscribe to 
the electronic bulletin board for health educators (HEDIR), seek 
advice from their major professors and check the job announce- 
ments often mailed to the departmental offices. Also, many of the 
national conferences host job banks and provide opportunities for 
potential employers to meet potential candidates. As you are 
searching for the job announcements, start to develop a list of 
desired qualities for your first job in higher education. Ask your- 
self “What size should the university be?” “Private or public?” 
“How many majors are in the health education program(s)? ‘ Do I 
want to work in a dual certified program, such as health and 
physical education?” “Teach community health education? or 
school health education? or a combination of the above?” Further 
consider, “Do I want to teach in a graduate program-masters or 
doctorate?” “Do 1 want to teach in an institution where teaching is 
the main expectation or where research is the main emphasis?” 
“Does the geographic location matter or will the size of the sur- 
rounding area make a difference?” 

As you begin to picture the ideal job in the ideal program in 
the ideal institution, you may realize there are trade-offs and 
compromises unique to each situation. Perhaps the foremost 
thought at this stage should be to find a job where you can be fairly 
content and gain experience. Once you find a job announcement, 
you then can begin to match your ideal qualities in a position to the 
stated announcement. When you find a possible match or reason- 
able compromise between “ideal and real” you arc ready to begin 
the official application. 
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Applying and Interviewing for a Position in Higher Education 

Most job announcements will state the steps needed for 
individuals who wish to af y. Follow these steps to the letter! 
Often job announcements want applicants to send in a letter of 
interest or cover letter, a curriculum vita, official transcripts of 
undergraduate and graduate degrees and letters of recommenda- 
tions and/or names of professional references. First, plan accord- 
ingly. Note the deadline for materials, does it state “received by” 
or “postmarked by”? Do not wait until the last minute. Assume 
the following: if the materials are not in, the file is not complete. 
Incomplete files are not reviewed. 

Consider the following items as you complete your applica- 
tion packet. The C.over Letter'. This often is the first document 
read by the search committee. This should be word processed and 
printed on quality paper. Avoid the harsh colors, use white or ivory 
color since these copy well. For most applications, the cover letter 
should be one page in length and never more than two pages. The 
purpose of the cover letter should be to introduce yourself and 
provide a description of how you match the job announcements. 
Since you will be including a curriculum vita, don’t belabor the 
points. A strong cover letter is free of spelling errors, utilizes 
correct grammar and proper word usage and has a professional 
appearance. Include the name and address to whom you are 
writing and the date. If no specific name is listed in the announce- 
ment, address it to “Dear Search Committee Members.” 

Although there are many ways to start a letter, I would 
suggest the simplest. State where you read the advertisement, your 
interest in being considered for the position and how you believe 
you meet the stated qualifications. For the latter, consider what 
courses you are expected to teach, or other stated responsibilities. 

In the second paragraph, indicate your teaching experience at the 
college level and any research accomplishments. If you did teach, 
did you have sole responsibility for course development and grad- 
ing or were you responsible for coordinating sections of a large 
introductory course or providing specialized instruction on specific 
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topics. Both are important and relevant. Don’t try to add “fluff” 
or enhance your job responsibilities as a teaching assistant. Re- 
member, most of the search committee members were also gradu- 
ate students and teaching assistants. Many may be familiar with 
the doctoral program you are completing. Honesty and clarity are 
imperative. Also highlight major accomplishments thus far and 
indicate any specialized courses or training you have completed 
that will assist you in this position, such as curriculum develop- 
ment, grant writing, measurement, computer and multimedia 
expertise. Your final paragraph should conclude with home/work 
numbers where you can be reached. Also if the job requires a 
doctorate and you are still completing the Ph.D., give your most 
accurate (not idealistic) expected date of completion. 

The Curriculum Vita : The curriculum vita, or cv, provides a 
chronological and detailed explanation of your career path thus far. 
Refer to Figure 1 for possible headings used in a curriculum vita. 
Search committees thoroughly review your curriculum vita. 

Specify the dates you were employed and major responsibilities for 
each job. Indicate which work experiences were paid, volunteer, or 
a part of an internship/practicum or class project. Identify which 
courses you have taught as well as your interest areas (hopefully 
these correlate to the stated job announcement). For presentations, 
indicate which were delivered at the national, state or community 
level as well as those for which you were you the sole presenter. 

For publications, indicate those that were peer reviewed and those 
that were not. Clearly identify your authorship role in manuscripts 
and publications, such as first author, second author, or fifth 
author. List all authors. If you have submitted a manuscript for 
possible publication, it is “under review.” Manuscripts which have 
been accepted for publication are “in press.” If you are working on 
research projects, state that in the interview rather than list on the 
cv. Also note that entry level positions typically don’t expect the 
candidates to have a specified number of publications before the 
doctorate. A demonstration of your potential as a researcher and 
scholarly writer, however, is beneficial. Some class papers may be 
suitable for student authored papers in the Eta Sigma Gamma 
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Student Monographs or as teaching techniques published in The 
Journal of Health Education, or Family Life Educator. Addition- 
ally, third and fourth authorship with major professors often indi- 
cate a foundation in research skills and a willingness to pursue 
writing for publication. 



Figure I 

Examples of Headings Used in a Curriculum Vita 

I. Education (and Professional Certification) 

II. Professional Experiences 
Current Position 
Courses Taught 
Teaching Experience (other) 

Related Work Experience 
Consultantships 

III. Professional Interests 

IV University Service 

V. Professional and Community Service 

VI. Memberships 
Professional 
Honorary 

VII. Awards/Honors 

VIII. Presentations (pecr-reviewcd) 

National 
Regional/State 
Community 
Invited 
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IX. Peer Reviewed Publications 
Journals 

Monographs/Books 
Abstracts 
Book Reviews 

X. Reports 

XI. Grants 

XII. Professional Development 



The Letters of Recommendation : Please note that faculty 
writing reference letters for you will need ample preparation time 
and to be familiar with you. Acknowledge their time and efforts 
that will be needed and be sure to ask in a professional manner. 
That is, a hurried phone message or a cryptic electronic mail 
message is not the best option. A personal request with each 
writer, either in person or via the phone, is needed. At this time, 
provide a current copy of your cv as well as a copy of the job 
announcement for each writer. If possible, explain to your writer 
why this is a good job position for you. As an aside, a thank-you 
card for those who do write letters of recommendation also can 
brighten the days and demonstrate appreciation of their time and 
efforts. For ease of the search committee in determining complete 
files, you may wish to append a listing of names, positions, ad- 
dresses, and phone numbers of those who are writing references. 
Also, if the job announcement requests three letters of reference, 
solicit three letters, not five. There is no need for overkill and it 
may be perceived as inattention to detail on your part. If you are 
worried that not all of your writers will be able to respond to your 
request, develop a mechanism to verify when recommendation 
letters are sent. Perhaps they would be willing to provide you with 
a copy of the letter. Also emergencies and last minute crises do 
arise, so have one or two alternate letter writers that may be con- 
tacted. Those writing letters do want to assist you in finding a job. 
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Note that these individuals will likely be writing letters of refer- 
ence for a number of people. You also might want to discuss with 
the writers, prior to any job applications, if they feel comfortable 
recommending more than one individual for the same job. When 
possible, choose references from a variety of roles, those who are 
mentors and dissertation chairs, those who know of your teaching 
abilities, and those who know you in other work/volunteer experi- 
ences. It is helpful to discuss your career goals and desired quali- 
ties of a first job with these writers of recommendations to assist 
them in writing a customized letter when possible. 

Teaching effectiveness is often difficult to convey in a cv. 
Therefore, it is helpful to have at least one person with firsthand 
knowledge of your teaching to provide a letter of recommendation. 
Additionally, graduate teaching seminars will appear on the official 
transcripts and student evaluations also may be integrated if shared 
with your reference writers. 

Interviewing : Although each institution/department has its 
unique characteristics, there often are commonalities in the ques- 
tions asked. See Figure 2 for a list of Frequently Asked Questions 
in interviews. To prepare for the interview, review the institution’s 
undergraduate/graduate catalogs and any other materials they may 
send to you. If you have to prepare a presentation or teaching 
session, clearly identify your audience— faculty within the depart- 
ment, student majors, non-majors, and so on. Clearly follow the 
guidelines given (if any) and stay within your allotted time. Ana- 
lyze the job description, why are you the perfect match? Also 
recognize that you may not be the “perfect match” but your educa- 
tion and background can assist you in meeting the challenges 
listed. Further, prepare a list of questions for you to ask the faculty 
if time warrants. What are the students like? What is the best 
feature about the program/institution that keeps the current faculty 
there? What are the main challenges at institution X? What do 
they value as a department? in new faculty members? Once the 
interview is done, reflect on what you learned. Can you picture 
yourself working there and becoming a member of the department? 
What are the initial strengths and weaknesses, what are the unan- 




swered questions? Opportunities for advancement? Are there 
opportunities for collaborative teaching or research? What are the 
expectations for tenure and promotion? Who evaluates you within 
the department and outside the department? How are the evalua- 
tions conducted? Are there clearly defined criteria deemed neces- 
sary for tenure and promotion? How have other junior faculty 
members fared in the tenure and promotion process? 

At this point in time, you have marketed yourself to the best 
of your ability, through your experiences, cv, and personal inter- 
view. While you are awaiting the department’s decision, it is a 
professional courtesy to send a brief letter or card, thanking the 
department for the opportunity to meet with the faculty/students 
and acknowledging their hospitality and acts of kindness. Remem- 
ber, although things may not work out at this point in time, you do 
want to leave a positive impression for these faculty also may be 
future colleagues at some time. 

If you do not get the job, first realize that if there are a 
number of candidates for one position, the majority of candidates 
for any job will be disappointed. If you do get a job offer, you now 
must make a decision to accept or decline the offer. 



Figure 2 



Frequently Asked Interview Questions for an Assistant 
Professor Position 

1 . Why did you decide to apply for this job? 

2. What unique characteristics do you bring to this job? 

3. What courses listed in the catalog are you prepared to 
teach? 
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4. 


How can you apply your dissertation/dissertation process to 




this position? 


5. 


What is your philosophy of teaching? 


6. 


How do you distinguish between an undergraduate course 
and a graduate course? 


7 . 


How would you integrate the entry level competencies for 
health educators into a course on ? 


8. 


Name three role models and people you perceive as leaders j 

in the health education profession. 


9. 


What are your weaknesses in teaching? 


I 10. 


How have you demonstrated leadership ability in your 
career thus far? (provide examples) 


1 11 


What is the ideal course you would like to teach and why? 


| 12. 


What strengths do you have to offer other faculty as a 
collaborator in research projects? 


I 13. 


Cite specific examples where you have demonstrated your 
commitment to diversity. 


1 14> 


What committee work have you done? How would fellow 
members describe you? 


I 13. 


What is your philosophy of graduate education? 


1 16. 


Identify three main issues facing higher education today. 


I 17. 


What one word would your fellow graduate students use to 
describe you? 


ERJC 


X 

c 



If you were accepted for this job, how would you integrate 
applied research in undergraduate courses? 

What advice would you give to other new faculty in main- 
taining competence in the areas of teaching, research, and 
service? 

For each area, teaching, service and research, identify your 
main strength and weakness. 

How would you define professionalism? How is that 
applied to health educators? 

How would you describe your computer skills? 

What would you do if you caught a student handing in a 
plagiarized paper? 

What are the three most important characteristics of an 
advisor/director of a thesis? 

What is your most important feature of a job? 

In your opinion, what is the most important outcome for 
our graduates? 

How do you teach critical thinking skills in a health educa- 
tion course? 

What methods, other then tests/exams, are your preferred 
methods of assessment and why? 

What are the characteristics of a “poor teacher”? 

After your dissertation is published, what is your next focus 
in the research arena? 
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Negotiating a Contract : When the job offer emerges, give 
youiself time to think it through. Most search committees expect 
and want you to think about the offer. Both parties are taking a 
risk and both want the decision to be the right one. Of course, 
salary and benefits often drive the discussion at this point. Realize 
that some institutions are bound by collective bargaining agree- 
ments and truly do not have much room for flexibility in terms of 
salary. Consider your level of experience and qualifications, re- 
member your first job is entry-level. Is the salary for a 12 month 
appointment or nine month appointment? What amount of teach- 
ing is required during that appointment? Is summer employment 
optional or required? What is the cost of living in that area? Does 
your contract place any restrictions on other part time employment 
or consulting activities? What is the state income tax? How often 
are cost of living increases granted? Does merit pay exist and 
under what criteria? Do you move up in the salary scale after a 
satisfactory performance review? 

Although salary scales may be somewhat inflexible, other 
components of the position may offset a lower salary. For ex- 
ample, will you have a computer, printer and/or multimedia ac- 
cess? Is there a budget for continuing education and conference 
attendance? Is your travel budget dependent on presenting papers? 
Can you have a lighter teaching schedule the first year in order to 
start your research agenda, for example, publish your dissertation? 
What types of support services are available for writing for publi- 
cations and presenting at national meetings? Are moving expenses 
paid or is a mileage reimbursement given if you need to make 
another trip to find housing? Will the institution offer assistance in 
finding a job for your spouse/domestic partner? 

Predictably, each institution will offer a different package of 
perks and drawbacks. Most institutions have limits on the pack- 
ages they can offer, especially for new faculty without established 
records of teaching effectiveness, scholarly growth and service. 
Although the tangible and quantifiable influences do play a decid- 
ing factor, do not ignore those intangible and qualitative influences. 




Do you perceive this to be a “good fit” for your professional 
development goals? 

What About Leaving "All But Dissertation "? 

In some job announcements you may see the phrase “ABD” 
considered. This means that if candidates have completed all 
dissertation requirements except the dissertation, they may be 
considered for a position. Simply stated, don’t do it! If you accept 
a new job, you will be focusing on new courses/course piepara- 
tions, committees, perhaps advising and the general process of 
acclimating to a new job and new location. Where are you going to 
find time to finish the dissertation as well as successfully manage 
the new demands? It is a rare institution that will provide release 
time (and lessen your workload) for completion of degree require- 
ments. Other support services, statistical assistance and software 
and phone/photocopying expenses for your dissertation may not be 
adequately covered by your new department’s operating budget. 

The mere thought of continual “phone tag” with your com- 
mittee members also should give cause to reconsider the ABD 
option. Often the completion of the dissertation also will be written 
into your contract. Consequently, failure to complete the disserta- 
tion may terminate your employment. More significantly, your 
tenure and promotion journey typically starts your first semester of 
employment. While other new colleagues (your tenure and promo- 
tion cohort) are publishing their dissertations, you already are 
lagging behind by still working on your dissertation. Note that 
leaving ABD is distinctly different from leaving without receipt of 
diploma. In the latter situation, your dissertation is completed but 
you have missed the Graduate School deadlines so the actual date 
of graduation is delayed. This situation can be addressed by having 
your dissertation chair and/or Graduate Dean write a letter verify- 
ing that you have completed all degree requirements. 
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Balancing and Juggling: The Pre-Tenure Years 

Once you have accepted a position in higher education, insist 
on clear job expectations that will guide you in making the best 
decisions as you seek tenure and promotion. What will your main 
responsibilities be in the areas of teaching, scholarship, and service 
and how will your progress be assessed in each of those areas? 

Also realize that you must think about tenure and promotion your 
first year, it cannot wait until the third and fourth year. Perhaps the 
most important skill to master will be time management and 
setting priorities for yourself, which includes a life away from the 
office, too. Become a solid teacher and competent advisor to 
students. Don’t be afraid to seek out assistance or new teaching 
strategies from other faculty. Demonstrate your ability to function 
as a team player and a departmental member and not just an indi- 
vidual faculty member. The ability to be a team player while also 
selectively saying “yes” and “no” to a multitude of campus activi- 
ties will be a lifelong process with shifting priorities. Find a 
mentor at your new institution, preferably from outside your home 
department to assist you in the acclimation process and learning 
about your new campus culture. Above all, realize there will be 
times where you will feel overwhelmed. This is the time to call 
those friends from graduate school to commiserate and share past 
stories of challenging times and to identify goals for the future. 
Higher education is experiencing a time of increased accountabil- 
ity, public scrutiny and limited resources. Intermingled with the 
challenges will be a host of rewards and positive strokes, from your 
students to new campus colleagues and other professional acquain- 
tances. Careful planning, wise choices, and the motivation to go 
the extra mile in graduate school can enhance your success as a 
junior faculty member. Welcome to the Academy! 
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CHAPTER 10 



PREPARING HEALTH EDUCATORS FOR ACADEMIC 
MEDICINE: THE HEALTH CARE 
REFORM OPPORTUNITY 



James J. Neutens, Ph.D. 



The physician s function is fast becoming social and pre- 
ventive, rather than individual and curative. Upon him 
society relies to ascertain, and through measures essen- 
tially educational to enforce, the conditions that prevent 
disease and make for physical and moral well-being. 
(Flexner, 1910). 



While preventing disease, disability, and death have been 
tenets of health education for a longtime, they have largely re- 
mained as illusive targets in medicine. As evidenced by the 1910 
Flexner report quoted above, it is not that medicine has failed to 
recognize the importance of this doctrine, but rather has possessed 
an inability to practice it. Medical education, in particular the 
academic medical school, appears to be a major contributor to the 
status quo of medical philosophy and orientation. According to 
Bloom (1988), “Despite a half century of radical changes in medi- 
cal practice, the teaching/learning experience of medical students 
has remained remarkably similar” (p. 294). Although curricular 
changes in medical education have been abundant, history shows 
them to be reforms without change. Throughout the years, resis- 
tance to change has been supported by the American public who 
embraced our health care system. Today, however, the unprec- 
edented push for health care reform has placed public health. 
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health promotion, and disease prevention at the political forefront. 
Just as the powerful forces demand changes in health care delivery, 
so, too, do they call for reformation in medical education. The 
thesis herein is that while graduate health educators can be instru- 
mental in all three areas of medical education— education pro- 
grams, research efforts, and patient care-their greatest impact 
should be in education and research. 

Health Care Reform: The Impetus For Change 

Health care transformation is taking place at federal, state, 
and local levels (O’Neil and Seifer, 1995). The federal level is 
seeking universal access, an emphasis on prevention and health 
promotion, and individual choice. The states are looking for any 
avenue that will relieve them of the tremendous financial burdens 
of Medicaid while simultaneously increasing care fora'! citizens. 
Many states have replaced Medicaid with MCOs (Managed Care 
Organizations) that have become the new champion of health 
care-by the year 2000 almost two-thirds of the population is likely 
to procure their health care through an MCO (Bulger, 1 995). 

MCOs often take medical decisions away from physicians by 
dictating or giving approval for selected medical procedures and 
medications. At the local level, hospitals are “buying” physicians— 
making them hospital employees rather than individual entrepre- 
neurs. Primary care doctors are being sought by everyone while 
specialists are on the brink of being too many in number. This 
need for primary care physicians-generally considered to be 
family medicine, internal medicine, and pediatrics-is a definite 
shift from the past. The specialty of obstetrics and gynecology 
has been listed as a primary care area by the Accreditation Council 
of Graduate Medical Education (for the United States) but is not 
widely recognized as such by many MCOs. 

These changes have had unique effects on our nation’s 
academic medical centers, not the least of which is a reduction in 
the flow of dollars for education, service, and research. As teach- 
ing hospitals negotiate contracts with large third party payers and 



managed care organizations, they find their clinical income signifi- 
cantly reduced. This, in turn, reduces the dollar amount available 
to subsidize medical education. In short, unlike the past, this time 
change will come with reform. 

Challenges to Academic Medicine and The Graduate 
Health Educator 

Except in a few instances, the American medical school 
comprises two components. The first is two years of basic science 
followed by two years of clinical medicine. This four year curricu- 
lum leads to the M.D. degree which is followed by at least one year 
of internship in a hospital. The usual pathway is three years of 
residency after medical school (at least in the case of the primary 
care programs, although obstetrics and gynecology is four years in 
length). 

The philosophy of most medical schools and residencies is 
reductionist in nature. That is, biomedical knowledge is honored 
as the most important aspect of medical education and, as such, 
requires teaching by specialists to make our young physicians 
applied biological scientists (Bloom, 1988). The competing and 
oftentimes subservient philosophy is social ecology that sees 
patient and community needs as the basis for medical education. 
This “humane” approach gives serious concern to community 
issues, preventive, and behavioral medicine. Unlike health educa- 
tors, physician models and students have not been motivated or 
compensated to perform or train in the humanistic areas provided 
by preventive medicine, public health, or even family medicine 
(Council on Graduate Medical Education, 1992; Committee for the 
Study of the Future of Public Health, 1988; Gottlieg and Holman, 
1992; Gellert, et al, 1991). 

The winds of change brought about by health care reform are 
sympathetic to social ecology which is very much akin to health 
education ideology. Table 1 summarizes the issues or forces caught 
up in these winds. The left side of the table illustrates the current 
system in healthcare and academic medicine; the middle 
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column shows how these issues are likely to be by the year 2005 
(Bugler, 1995; Greenlick, 1995; O’Neil and Seifer, 1995; Shugars, 
et al, 1991). The column on the right outlines the preparation needs 



of the graduate health educator to function as an educator/adminis- 
trator within an academic department at a medical teaching center. 
All eleven of these major issues fall into the purview of the 
graduate health educator. 

Table 1 

Forces on Academic Medicine and Graduate Health Educator 


Preparation 






Current System Health 


Emerging System Health 


Preparation Needs 


Care Academics 


Care and Academics 


Graduate Health 
Education 


Reductionist Model 


Social Ecology Model 


Basic Health Education 


Curriculum 


Curriculum 


Philosophy; Curriculum 
Assessment, Planning 
Implementation, 
Evaluation 


Specialized Care and 


Primary Care Orientation 


Medical School and 


Specialists Doing the 


and Generalists Doing the 


Residency Pathways; 


Teaching 


Teaching 


Community Needs; 
Public Policy; 
Curriculum Design; 
Human Resource 
Management Skills; 
Teaching Skills; 
Innovative Strategies 
for Teaching, 
Evaluation 


Individual Patient Based 


Population Based 


Epidemiology, Statistics, 

Evidence-Based 

Medicine 
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Table 1 (cont.) 



Current System Health 
Care Academics 


Emerging System Health 
Care and Academics 


Preparation Needs 
Graduate Health 
Education 


Biomedical Research 


Health Services Research 


Qualitative and 
Quantitative Research 
Strategies; Applied 
Research; Resource 
Skills 


Illness Orientation 


Wellness Orientation 


Health Education 
Philosophy 


Cure 


Prevention, Health 


Health Promotion, 




Promotion, Behavior 


Social and Behavioral 




Change (Public Health 


Sciences, Social 




Orientation) 


Marketing Knowledge/ 
Skills 


Physical Mode of 


Biopsychosocial 


Assess Comprehensive 


Thinking 


Approach 


Needs of Individual 
and Community 


Technology Orientation 


Humane Organisation 


Assess Community 
Needs; Ethics 


Unaware of Costs 


Cost Awareness 


Teach Resource 
Utilization; Ethics; 
Coordinate Services 


Solo or Small Practice 


Teams, Large 






Organizations 


Social Marketing 


Competition among 


Cooperation Across All 


Communicate Needs, 


Physicians in Practice, 


Health Care Professions 


Concerns, Resources; 


Academic Departments 




Managing and Super- 
vising Skills; Human 
Resource Management 
Skills 



O 
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The most blatant shift in medical schools is the increase in 
the education of generalists and the downsizing of specialists. 
Health care reform has called for 50 percent of medical students to 
be on a generalist tract. Also, it is requiring generalists “...to 
acquire new or enhanced skills in health promotion and disease 
prevention, epidemiology and biostatistics, the social and behav- 
ioral sciences, economics and management, medical informatics, 
and the practice of evidence-based medicine” (Eggert & Parkinson, 
1994, p. 689). This drastic curriculum change is ripe for the 
graduate health educator. Present training prepares graduate health 
educators to teach in most, if not all, these areas. 

Health services research is a must as physicians shift to 
population based practices. Medical students and the emerging 
health care system alike will require new information— population 
and community needs, efficacy of care, cost care containment, 
patient outcomes, necessary technology, collaborative practices, 
and health education. Applied research has been the mainstay of 
health education since it’s inception. Qualified graduate health 
education researchers can play a significant role in medical school 
and residency settings. 

The medical school culture requires drastic change if sur- 
vival is to occur. Prevention and health promotion are likely to be 
cornerstones for wellness orientation, biopsychosocial thinking, 
cost awareness, humaneness, and cooperation. This is no easy feat 
and the presence of graduate health educators who comprehend 
and empathize with present and emerging philosophies can be of 
great benefit to the medical education of future physicians. The 
Pew Commission (O’Neill, 1993) has identified physician compe- 
tencies for the next century. As seen in Table 2, they are in concert 
with the emerging trends, with health education convictions, and 
with the training of graduate health educators, especially at the 
doctoral level. 
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Practice Prevention 

Get patients and families involved in decision-making 

Encourage healthy lifestyles 

Offer counseling on ethical issues 

Provide appropriate care in a cost-effective manner 

Make the community’s health a priority 

Join in coordinated care for patients and the community 

Be involved in continuing medical education 

Be a wise user of technology 

Be able to manage large amounts of information 



The faculty and administration in academic medical centers 
will need to demonstrate a spirit of cooperation through commit- 
ment to multi-professional team approaches and to teaching. The 
era of competition must give way to faculty collegiality across all 
health professions. Given a wide knowledge base, graduate health 
educators can initiate and coordinate multidisciplinary efforts. 
Graduate health educators versed in pedagogical methods can 
bring a whole new meaning to role modeling, innovation, student- 
centered teaching, and evaluation. 

Health educator administrative skills, managing and super- 
vising, in particular, are very applicable to long range and strategic 
educational planning, curricular change, program implementation, 
allocation of teaching resources and personnel, and critical analysis 
of future educational needs. These skills can be significant at 
departmental and college-wide levels. 

As medicine progresses into a new era and practitioner 
competencies change, the place for values and moral behavior will 
increase. The graduate health educator should be able to apply 
ethical principles to health education and to medicine. As a mini- 
mum, the health educator should be able to interface with the 
medical ethicist in the hospital or the medical ethics department in 
the medical school. 
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Entry Points: Some Pragmatic Suggestions 

Practical avenues for entry into academic medicine for 
faculty who prepare graduate health educators are: 

1 . Gain knowledge of medical education at both the 
undergraduate and graduate levels of training. This knowledge can 
be general to include: number of years in medical school, number 
of years in residency programs, the nature of the curricula, and the 
core knowledge and skills in the basic preventive curriculum. The 
four subject areas of the medical undergraduate preventive curricu- 
lum are preventive services, quantitative methods, health services 
organization, and community dimensions of practice (Association 
of Teachers of Preventive Medicine [ATPM], 1994). At the gradu- 
ate level, preventionists are trained in public health and clinical 
medicine with focus on one of three areas: general preventive 
medicine/public health (GPM/PH), occupational medicine (OM), 
or aerospace medicine (AM). All three programs build upon the 
undergraduate core of ATPM and share a common knowledge and 
competency base (American College of Preventive Medicine, 

1991 ). In short, have a knowledge base that will allow you to 

(a) determine how your program could interface with existing 
programs, and (b) talk intelligently with medical faculty about 
infusing graduate health educators into the system. 

2. Check with your nearest medical school and/or commu- 
nity hospital that provides education to residents. Determine the 
administrative structure to seek “your ” best point of entry. For 
example, if you have expertise in sexuality education, you may 
want to visit with the residency program director in obstetrics and 
gynecology or family medicine to see if there is something you 
could do for them. Another way is to offer your educational ser- 
vices to teach research methods or consult on resident (and perhaps 
faculty) research projects. This is a “side door” approach but 
would give you contact. If there is a Director of Education or an 
Associate Dean who oversees educational opportunities, that may 
be an entry point. If your program has an MPH degree, that could 
provide direct access. The key here is to risk entering at some 
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point but doing so with a knowledge base that will let you “sell” 
what they “need” by explaining how your programs can dovetail. 
Keep in mind that public health topics are already in the door of 
many programs— especially primary care programs. 

3. Expect skepticism from some people in academic 
medicine. However, keep in mind they are undergoing many 
changes now and, for many, denial is still a factor. The key is to 
keep trying— it may be a matter of a different entry point. 

4. Immediate things that you may be able to offer via 
graduate students are: (a) linkage to health education programs in 
K-12 settings that could involve medical students; (b) some degree 
of direct teaching or facilitation for some topics; (c) internships in 
which a student could look at clinic organization, teaching ap- 
proaches, time allotted for teaching, teaching pedagogy, and so on; 
and (d) research needed by a department that could be completed 
as a dissertation and of course be of benefit to the student. Re- 
viewing Tables 1 and 2 in light of your program should offer even 
more ideas. 

5. In preparing graduate health educators, faculty should 
devote some time to teaching about academic medicine. In many 
instances this can be an expanded part of an existing course or 
become part of a graduate level seminar. Guest speakers from 
medical schools and/or residency training programs can be invited 
to address a myriad of issues. This has the dual role of establishing 
contact. 

In summary, the emerging system of academic medicine is 
not only amenable to graduate health educators, it can provide 
opportunities in an unparalleled fashion. However, these opportuni- 
ties will only be grasped by those who are prepared and willing to 
move beyond the boundaries of traditional health education set- 
tings-including patient education in a medical setting. 
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CHAPTER 11 



BEING AT.A.: BALANCING BEING 
A ’’PRO” AND A STUDENT 



Onie R. Grosshans, H.S.D. 
Jodi-Brookins Fisher 

(Normal type is administrator response, italic type is 
teaching assistant response.) 



Introduction 

The use of graduate students to assist faculty in any number 
of ways has been a vital component of many departments for most 
of this century. Each university/college may define teaching 
assistants (t.a.), research assistants (r.a.), graduate assistants, and 
graduate fellows differently. How clearly t.a. roles are defined is 
critical to the expectations placed on them by their departments. 
U 3 e of teaching assistants may vary among the schools and col- 
leges on one campus. For example, five classes may be a full-time 
teaching load for a t.a. in the Language Department, while two 
classes make a full-time teaching assignment for a t.a. in the 
Department of Health Education. My comments will only focus 
on t.a.s— meaning those individuals who are assigned teaching 
responsibilities that involve direct student contact as instructors of 
record. My university defines an r.a. as a graduate student as- 
signed directly to externally funded research projects, and a g.a. as 
one who assists faculty with other research or with teaching a 
class, such as administering and grading assignments/tests, meet- 
ing with students, or computing final grades. 

Graduate students should be a t.a. if they want to pursue a 
teach. ng career at the college/university level. This invaluable 
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opportunity will help one develop or further perfect teaching skills, 
while adding some important experience to one’s resume. It also 
gives one an advantage (not favoritism) in the department due to 
continual exposure to faculty and staff. Of course the obvious 
benefit is that the assistantship usually comes with a stipend and/or 
tuition waiver. A professor once told me you should never have to 
pay for school at the graduate level. Although this won’t be the 
case for everyone, if one has a high grade point average, good 
references, and the right personality for the job, this statement 
should hold true. 

Dual Role Conflict 

The t.a. is an integral part of both the undergraduate and 
graduate programs of a department. How well the t.a. conducts an 
undergraduate class directly impacts the reputation of the depart- 
ment. The t.a.’s own intellectual capability and excitement about 
learning influences the quality of his/her participation in the 
graduate program. So, it is understandable when being an instruc- 
tor and being a graduate student may result in role conflicts. 

Obviously, department policy will clarify objective issues 
such as length of contractual agreement, process for reappointment 
as well as dismissal, requirements of a full teaching load, number 
of office hours per week, if attendance at faculty meetings is 
mandatory, voluntary, or not required at all, scheduling of regular 
instructor evaluations, and the amount and type of support services 
available. 

It is the subjective areas where dilemmas occur. What 
classes are assigned to the t.a.s? Who receives preference for 
teaching times and specific courses? Is class size taken into 
account when making class assignments? When does department 
necessity give way to needs of a graduate student, and vice versa? 
An emergency situation may be caused by a variety of events: a 
last minute resignation of either a t.a. or full-time faculty member, 
a serious accident, a complicated pregnancy, a lengthy illness, or 
even a change of time of a vital graduate class by another depart- 




merit for one of your t.a.s. Assuming the best case scenario would 
be a combination of faculty and t.a.s rearranging their schedules, 
the question is one of priority: Does the need of the department 
take priority over the individual need of the t.a.? Regardless of the 
reason, the class has to be covered. 

As to what classes are assigned— inexperienced t.a.s start 
with our basic personal health class. The first quarter he/she audits 
one section taught by an experienced instructor (either faculty or 
t.a.), teaches only one class, and then meets on a regular basis with 
a faculty mentor. When preference of class or class time is pos- 
sible, t.a. seniority is the rule. Class size is also considered when 
making class assignments, either by being accommodated for 
during that same quarter, or being ‘made up’ in a future quarter. It 
is a toss-up as to what is more fair: two large classes but one 
preparation, or two smaller, but different classes and two prepara- 
tions. Fairness is attempted, but experience with the subject matter 
prevails. Again, depending upon the prior experience of the t.a., 
the department attempts to vary the teaching assignments during 
the second (and third) year. When experienced teachers become . 
our t.a.s, 1 do not hesitate to assign them higher numbered classes, 
nor do 1 hesitate when a new t.a. shows competence with each 
progressing quarter. 

The preferred approach for dealing with unexpected 
change(s) in faculty/t.a. assignments is to meet with the concerned 
individuals, present the problem, discuss possible solutions, and, 
hopefully, agree upon a resolution. There have been times when 
the t.a.s have simply rearranged classes among themselves to cover 
the ‘orphaned’ class. At other times, faculty have assumed an 
increased teaching load, or faculty/t.a. have team taught the class. 
There is no set solution, but rather a group of concerned profes- 
sionals have made sure a class is not cancelled. 

I feel in most regards, t.a.s are seen as extended faculty. My 
department chairperson likes t.a.s to attend faculty meetings which 
was not the case in other departments where l was a teaching 
assistant. This is a bonus because it gives one insight into the 
dynamics of a faculty, and how administrative and financial 
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decisions are negotiated. You also learn the politics of a work 
place. This is great foresight into future work place staff meetings 
and gives one an idea of what to expect. You also get to be in- 
volved in much of the decision making (such as curriculum 
changes) that affect you and other graduate students. Sometimes 
the last business of the faculty /. eeting involves discussion of 
graduate student progress. We are always excused at that point, 
which is appropriate since the discussion involves our peers. Most 
t.a.s do not serve on any faculty committees. The only departmen- 
tal affiliation we ’re involved in is Eta Sigma Gamma, which is on a 
voluntary > basis. 

Balancing workload and course work is the key to a success- 
ful graduate experience. It is also perhaps the most difficult. 
Balance is necessaiy to do a good job at both teaching and being a 
student. This balance is individualistic, some can handle more 
than others. One would sav course work is why you are there, but 
if you want to continue to teach at the university level, this is not 
necessarily the case. Both may be equally important, and both can 
get in the way of the other. Organization is a must! 

In our department, a t.a. has total responsibility for a class. 
This is not a university-wide policy, so there are large discrepan- 
cies between pay and workload. Teaching two classes per quarter 
is a lot for the money, depending on the class size and course 
content. T.a.s in our department are assigned a variety’ of classes, 
depending on experience, preference and need. Teaching times are 
usually not selected, although accommodations can be made to fit 
the t.a.s own course work. The size of classes vary from 10 to 125 
students. Three office hours per week must be kept. The depart- 
ment secretary is available for administrative purposes, and copy- 
ing can be done with a departmental signature. 

Fairness between t.a.s can be a big issue. One t.a. may be 
assigned two classes of 100 students each, while another t.a. is 
assigned two courses each with 30 students. Additionally, some 
t.a.s teach higher division courses while some only teach introduc- 
tory level classes. These differences are most obvious during the 
busy times of the quarter! The grass is always greener... However, 
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the department tries to meet each student's needs (as well as its 
own) in a variety of ways, so this may be necessaiy, or just coinci- 
dental. 

It is also nice when former t.a.s are around to mentor new 
academic student appointees. This is not usually the case due to 
relocation and other commitments, but it does help acclimate t.a.s 
to their new role as a teaching assistant. 

Responsibilities of a T.A. - and the Department 

As mentioned above, the t.a. is both a graduate student and a 
faculty member. As the instructor of record, the t.a. represents the 
department and his/her students may be getting their first (and 
perhaps only) impression of health education from this individual. 
There is a fine line of responsibility to ensure that enrolled stu- 
dents have a quality educational experience while, at the same 
time, providing the new t.a. with a positive teaching experience. 

The prior teaching experience of the t.a. determines how 
much time is devoted to helping the graduate student prepare a 
course outline, develop lesson plans, discuss teaching techniques, 
select evaluation measures, create assignments, and so on. An 
inexperienced t.a. will have to learn the skills and techniques of 
teaching as well as how to interact in a professional manner with 
students. The necessity of a mentor working closely with this type 
of t.a. is critical. Inadequate teaching skills reflect poorly on the 
department. Inappropriate and/or unprofessional behavior with 
undergraduate students may bring legal and/or university condem- 
nation. The department wants to help a t.a. grow professionally, 
but how much leeway can be given, how much supervision is 
needed, how much assistance can be extended while still being 
cognizant of the department’s responsibility of providing a quality 
experience for the undergraduate students is best addressed on an 
individual basis. 

How much prior teaching experience your t.a. has depends 
upon your method of selecting t.a.s. My department has a separate 
application process for this area. Applicants identify past teaching 
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experiences (formal teaching situations are preferred over infor- 
mal, infrequent encounters), and content areas they are most 
comfortable/least comfortable teaching. Viable applicants are then 
interviewed, either by phone or in person, to discuss in more depth 
the extent of their teaching experiences and to assess their love/ 
enthusiasm about teaching. 

Once the t.a. is accepted, one of several faculty serve as a 
mentor. The more inexperienced the t.a., the more supervision is 
provided. Also, each quarter a course/instructor evaluation is 
conducted of all faculty/t.a.s. Two copies are made of the summary 
document, one for the instructor and the second to the department 
chair. Each t.a. then meets with the department chair to review the 
summary, discussing strengths, weaknesses, and recommendations 
for improvement. 

Another dilemma occurs when a t.a. is so competent and 
capable that the chair as well as other faculty relate to that indi- 
vidual more as a colleague than as a graduate student. Although it 
is a compliment to the abilities of the t.a., it also may pose prob- 
lems of unintentional overwork. For example, if a t.a. is particu- 
larly competent in teaching, it is tempting to have that person serve 
on a committee that oversees the integration of undergraduate class 
content, or work with a new t.a., or attend workshops or other 
meetings to update the department. To agree to any or all of these 
requests means the t.a. must make time to meet, discuss, inform. 
Being truly interested in contributing, however, the t.a. will make 
the sacrifice. As an administrator, I want the best possible input 
for maintaining a quality program, but 1 also don’t want to add a 
burden to an already tightly scheduled t.a. It is as much the re- 
sponsibility of the department chair to protect the competent t.a. 
from benevolent abuse, as it is to work with the inexperienced t.a. 
to develop expertise. 

There is a real struggle in being a t.ct. You are representing 
the department and want to do the best job you can while still 
maintaining your own course work and grades. You also want to 
give t.a.s a good reputation . so you do your best. This takes a lot 
of preparation. Perhaps auditing a class from an experienced 
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instructor is the first step to seeing how its done. It also requires a 
variety of teaching methods and being familiar with the text you 
assign your students. A t.a. must develop his/her own course 
outlines, lesson plans, and exams. You may get samples from 
others in the department, but basically this is another responsibil- 
ity. It is also important that one is not so bogged down that they 
can 't keep abreast of new information. Updating yourself at 
regional, state and national conferences is very beneficial if your 
financial situation allows it (or your department provides financial 
assistance), and by reading professional journals. 

It is also important that one continuously remember you are 
there for the student and to help the students learn. Give them 
their moneys worth! They deserve to have their classes taught in a 
professional manner. Professionalism can be difficult when many 
of your students are close to your own age. One must always 
practice the highest degree of professionalism which reflects on the 
reputation of the department. 

Besides balance, being organized is another indicator of a 
successful t.a. and graduate student. There is no room in your 
schedule for procrastination, so planning proves to be your best 
method of staying on top of your own course work and the classes 
that you teach. People who are prepared do well— those that aren ’t 
usually compromised by their teaching and academic success r 

Conclusion 

The advantages of being a t.a. are overwhelmingly positive- 
1F the experience has been a good one for both parties. As depart- 
ment chair, 1 can later write (or speak) specifically about the 
qualities of the graduate student’s academic achievement, sense of 
commitment, responsibility, typical work habits, and professional 
conduct in and out of the classroom. 

Being a t.a. is a very rewarding experience if you put the best 
of yourself into it. Especially rewarding are conversations with 
faculty who provide valuable insight into a variety ofclass- 
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room issues. Getting quarterly course/instructor evaluations and 
feedback from students is a good indicator of a job well done. This 
helps one build a reputation as a competent t.a. and helps with 
future employability. 
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CHAPTER 12 



TURNING COURSE ASSIGNMENTS AND 
PROJECTS INTO PROFESSIONAL 
CONTRIBUTIONS 



Robert J. Bensley, Ph.D. 



Graduate programs are designed to provide students with 
research skills and knowledge to plan, implement, evaluate, and 
manage health education programs. As exhibited in the profes- 
sional literature and at conferences/workshops, many recent gradu- 
ates of masters and doctoral programs have made significant 
contributions to the health education profession. Usually this is a 
result of reporting the findings of their research. The process of 
putting into practice these skills, however, need not wait until 
completion of the graduate program. Many graduate assignments 
and projects focus application of new skills and innovative ap- 
proaches to existing problems or issues. Unfortunately, many of 
these creative ideas are put aside, never to be pursued at a profes- 
sional level. 

The professional benefits associated with graduate education 
assignments can be numerous. Completed projects may contain a 
multitude of answers io perplexing problems that have traditionally 
been barriers to successful health education and health promotion 
efforts. A number of “seeds” may exist that, if brought to the 
attention of other professionals, may germinate to new, innovative 
approaches. Transforming course assignments and projects into 
professional contributions both enhances the profession and is a 
means for graduate students to: 1 ) become familiar with profes- 
sional expectations, 2) become known to potential employers, and 
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3) establish credibility. It is imperative that creative ideas and 
solutions that emerge during graduate study are neither lost nor 
dismissed due to the lack of belief in their value to the profession. 

Many opportunities exist for graduate student professional 
contribution. The more obvious include journal publications, 
newsletter articles, and conference presentations. Many profes- 
sional journals and newsletters, at the state and national levels, 
focus on issues associated with health education and health behav- 
iors. Similarly, many professional organizations host a variety of 
national, regional, or state conferences and workshops that focus 
on health issues. Less obvious professional contributions include 
chapters in professional texts and entrepreneurial activities such as 
marketing educational materials and services. 

Selecting Topics that Sell 

An advantage of graduate education is that subject areas 
from which assignments and projects are completed are usually 
based upon the student’s interest or past experiences. This allows 
for tremendous flexibility in selecting topics that have the potential 
to become professional contributions. In addition, it permits 
students to build a base for future professional activity by expand- 
ing their knowledge and experience in specific areas of interest. 

Assignments and projects that focus on state-of-the-art issues 
in health education are of interest to the profession due to a lack of 
or limited information. Professional organizations and journals are 
more likely to be interested in reporting results of research or 
current health education issues rather than information that has 
been previously published or presented at conferences. For in- 
stance, a greater need currently exists for information pertaining to 
issues such as the role of health education in health care reform, 
health education and the internet, violence prevention, resilience 
building, political activism, and evaluation of community coalition 
efforts than issues that saturate the professional literature (e.g., 
association between weight management and fitness, HIV/AIDS 
education, and employee wellness behavior change programs). 





Similarly, the profession continually needs iew innovative ap- 
proaches for dealing with controversial issues such as sexuality and 
holistic health practices. 

Focusing on future concerns also may provide an avenue for 
professional contributions. Many have predicted that health prob- 
lems in the 21st century will differ dramatically from current 
issues. It has been suggested that issues such as “technostress,” 
mind/body medicine, computer-assisted delivery of health educa- 
tion, fee-for-service health education, home health education, 
health hazards associated with-environmental concerns, new 
strands of deadly viruses, and school-based family health education 
services will be major future concerns of the profession (Bensley, 
1990; Breckon, Harvey, & Lancaster, 1994; Butler, 1994). 

The number of subject areas that assignments and projects 
are coordinated around may impact the likelihood of professional 
contributions. One approach is to use different topical areas for 
each assignment. The advantage of this approach is that the stu- 
dent becomes versatile in a number of health education topics. The 
potential for professional contribution may be greatly enhanced, 
however, when assignments and projects are coordinated around a 
common subject area or theme. Use of a common theme allows 
for the ability to utilize data and information obtained during one 
project as a base or supplement to one or more other project(s). 
Coordinating assignments and projects results in an advanced 
understanding and knowledge of a specific subject area or process 
and assists the student in establishing a solid base for future profes- 
sional endeavors. 

Finally, it should be noted that graduate faculty have varied 
expertise and experiences associated with health education issues. 
In particular, they can assist in formulating ideas and selecting 
topics that are likely to be of interest to the profession. 

Turning Course Assignments into Professional Presentations 

Perhaps the easiest way to contribute professionally is by 
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presenting a paper at a conference or professional meeting. As- 
signments or projects that focus on the effectiveness of original 
health education approaches, innovative ideas, creative application 
of theory, or testing of new theories/models appeal to health educa- 
tors. Professionals continue to search for new approaches that will 
assist in meeting the health needs of specific populations. 

The first step in developing a presentation involves identify- 
ing the professional association and presentation method most 
appropriate for the course assignment or project. Five avenues 
exist for professional presentations: 1) national, regional, or state 
conference presentations; 2) national, regional, or state conference 
poster presentations; 3) state or local workshops; 4) community 
presentations; and 5) presentation panels and round table discus- 
sions. Associations that may have interest in the student project as 
a conference presentation include national health education/promo- 
tion associations (e.g.. Eta Sigma Gamma, Association for the 
Advancement of Health Education, Society for Public Health 
Education [SOPHE], American School Health Association, Asso- 
ciation for Worksite Health Promotion, American Public Health 
Association, American Alliance for Health, Physical Education, 
Recreation, and Dance [AAHPERD]), state or regional chapters of 
national associations (e.g., regional chapters of SOPHE; state 
associations of health, physical education, recreation and dance; 
district AAHPERD, state public health associations), and local 
groups (e.g., Y.M.C.A., churches, public health departments, 
corporate worksites, schools, etc.). 

Papers selected for conference presentations are frequently 
based on projects that are closely related to the theme of the con- 
ference. They are typically based on informational concepts, 
teaching or implementation strategies, a reporting of research 
findings, or the application of theory into practice. Papers submit- 
ted for acceptance as a presentation can be from either a single 
presenter or a group of individuals. As most graduate work is 
completed under the close guidance of a mentor, student and 
mentor co-submission of a presentation may enhance the accep- 
tance of the proposal. 



Poster presentations are effective methods of presenting 
research findings. Most national conferences include at least one 
poster session consisting of many different research topics. These 
sessions are excellent for presenting descriptive studies and results 
from research projects, especially thesis and dissertation findings. 
Graduate students have been traditionally encouraged to submit 
research projects for consideration as poster sessions. 

Workshops can be either invited presentations by an organi- 
zation associated with the health education profession or sessions 
initiated by the presenter. For instance, an individual completes a 
graduate project that incorporates resilience building techniques 
into smoking cessation. As a result, 1) they may be requested by a 
local health agency to conduct an in-service training for public 
health educators, 2) the student’s graduate mentor may refer the 
student to an association that would be interested in conducting a 
workshop based on the topic, or 3) the student may solicit agencies 
that would be interested in sponsoring a workshop on resilience 
building and smoking cessation. 

Presenting at the local level is one of the easiest ways to gain 
professional experience. Many organizations such as churches, 
community volunteer agencies, worksites, schools, and community 
centers work with populations interested in health. Graduate 
students usually have expertise in issues that are consistently in the 
public focus (e.g., state-of-the-art HIV/AIDS information, vio- 
lence, adolescent values). 

Many conferences and workshops incorporate panel presen- 
tations or round table discussions. Panels consist of experts in 
certain topics or issues associated with the discussion. A round 
table discussion typically consists of a speaker informally sharing 
information to a group that is literally gathered around a table. 
Round table discussions usually focus on innovative program 
methods and strategies. A student who has conducted a number of 
studies and completed a number of assignments and projects 
associated with a specific topic or issue in health education can be 
a valuable asset to these forms of discussion. 
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Writing for Publication 



Many graduate students have contributed to the profession 
by publishing informational and research papers previously pre- 
sented at professional meetings or by submitting manuscripts to 
professional journals. Advantages of submitting a presented paper 
for publication include reaching a larger audience and transforming 
a graduate project into more than one professional contribution. 

A number of professional journals exist that are appropriate 
for the scope of graduate assignments and projects. Sechrist and 
Governali (1990) identified over 400 national periodicals that are 
relevant to health education content, theory, or process. In addi- 
tion, many national, state, and community organizations regularly 
publish periodicals. For instance, the Journal of Health Education 
is a publication of the Association for the Advancement of Health 
Education, the Journal of School Health is a publication of the 
American School Health Association, and The Health Educator is 
the official journal of Eta Sigma Gamma National Health Educa- 
tion Honorary. State and local organizations are less likely to 
produce a journal but may have a monthly or quarterly newsletter 
or some other type of publication. 

Students interested in writing for publication should become 
familiar with the writing style associated with the publication (e.g., 
A.P.A. style) and incorporate the style into writing assignments and 
projects. They also should view all writing assignments as poten- 
tial publications. Developing a writing style compatible with the 
requirements of specific journals may be accomplished by becom- 
ing familiar with previously published articles. 

The types of assignments and projects with greatest likeli- 
hood of publication include: 1 ) research based projects, 2) litera- 
ture reviews, 3) conceptual or philosophical papers, and 4) teach- 
ing methods or implementation strategics. For instance, an innova- 
tive teaching method that was completed as an assignment in a 
methods and strategies course may be valuable to health educators. 
Many periodicals such as the Journal of Health Education , the 
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Journal of School Health, The Health Educator, and Family Life 
Education publish teaching methods as regular journal features. 

Thesis, dissertation, and independent study projects have 
special significance. Because interests differ among professional 
associations, multiple presentations and publications may evolve 
from a single project. There is a fine ethical line, however, be- 
tween producing relevant professional contributions and reiterating 
results for the sole purpose of professional recognition. For in- 
stance, the author fulfilled the requirements for a masters degree 
by completing an independent study project focusing on spiritual 
health as a component of worksite health promotion. At the time, 
little had been published pertaining to spiritual health, especially 
within the context of worksite health promotion. Being a topic of 
interest to a variety of different professional populations, a number 
of appropriate contributions resulted from this project-specifically, 
one national presentation, two national poster presentations, two 
literature review journal articles, and one research-based journal 
article. 

A final avenue for professional writing includes contributing 
to a text. A graduate student whose work contributes to the profes- 
sion may be requested to author or co-author a chapter in a text. 
These opportunities are very few and usually arise only when the 
student’s mentor is in the process of writing or editing a text, 
invites the student to write a chapter, or recommends the student’s 
work to a colleague planning to edit a text or monograph. 

Entrepreneurial A cti vities 

A final avenue for professional contributions consists of 
assignments and projects that a student can produce and sell as 
products or services. The student who is creative, energetic, and a 
risk taker may be interested in producing and selling materials and 
services for profit. Completed assignments and projects that 
incorporate state-of-the-art concepts and innovative approaches 
could be marketed to many different organizations, groups, or 
individuals. A student with advanced skills in desk top publishing 
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could feasibly develop a publishing company and sell products that 
were developed as part of an assignment or project. An innovative 
behavior change program that was designed and tested as a gradu- 
ate project could be marketed to worksites or the community as a 
whole. Compilations of teaching methods could be marketed to 
either community or school health educators. The list is virtually 
endless. 

Final Considerations 

As previously identified, many opportunities exist for gradu- 
ate students to contribute to the profession. Transforming course 
assignments and program projects into professional materials 
benefits both the student’s career and the profession. Graduate 
students should proceed with this process considering the follow- 
ing: 1 ) Transformation of assignments and projects may be both 
difficult and time consuming; 2) the scope of some assignments 
and projects may not be relevant enough to pursue as a contribu- 
tion; 3) the scope of assignments and projects must coincide with 
the student’s professional interests. A “passion” must exist if the 
student is to continue to contribute in the future; 4) it is better to 
produce one professional contribution of high caliber than adopt 
the “least publishable unit” approach of presenting and publishing 
over and over small segments of a single project; and 5) the student 
mentor and other graduate faculty have the experience necessary to 
assist the student in selecting topics that sell, designing and evalu- 
ating orojects, and transforming projects to quality professional 
contributions. 
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CHAPTER 13 



GRADUATE PROGRAMS IN THE YEAR 2020 



Glenn E. Richardson, Ph.D. 



/ confess that in 1 901, / said to my brother Orville that 
man would not fly for 50 years. . . Ever since, I have dis- 
trusted myself and avoided all predictions" - Wilber 
Wright, 1908 



With Wilber Wright’s thoughts ringing in my ears and with 
the same distrust, I sat down to write this article with my head 
spinning with all the possibilities that await us as a profession and 
graduate study in the year 2020. Imaginations of futuristic societ- 
ies, much like those portrayed in popular movies, rushed to my 
head. As I pondered these scenarios and what really might be in a 
few years, 1 realized that a futuristic projection at this time is 
extremely important for the health education profession. It is not 
just a guess as to what we will be doing to satisfy curiosity, but 
rather a critical directional statement to assure our professional 
survival. I could see two scenarios for our profession-one of 
prosperity, growth and valuing and the other an elimination. 

It seemed too unreal to imagine health promotion efforts 
with a “Back to the Future’’ or “Star Trek” mind set, so to ground 
my projections in some reality, I reflected upon the state of the 
profession in the early 1970s to see what kinds of advances were 
made during that quarter century. Assessing advancements in that 
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quarter century, and factoring in the information and technological 
explosion we are currently experiencing, would be a help for 
making projections. Also, if we were to look to the future through 
the eyes of others, it would help to see where health educators fit in 
the futuristic scenarios. When we understand our role, then we will 
be able to characterize graduate education. Graduate education is a 
major force in the directioning of our profession. 

Reflections of Where We Were a Quarter of a Century Ago 

We were in a war that divided the nation. Most of us were 
torn between patriotism and anguish over sending our young 
people to fight a most difficult jungle conflict. The cold war, the 
Berlin Wall, the Bamboo Curtain, and the Iron Curtain separated 
people because of political and cultural diversity. 

The hippie movement was referred to as the love generation 
yet endorsed a rebellion against “the establishment.” In the wake 
of this “if it feels good, do it” era, there was a dramatic rise in the 
open use of substances such as marijuana, LSD, heroin, metham- 
phetamine (speed runs), and PCP. Alcohol and tobacco use contin- 
ued to be prevalent among most groups. The “free love” move- 
ment showed an increase in the number of cases of “venereal 
diseases,” mainly syphilis and gonorrhea. 

We were in the beginning years of making a nation more 
sensitive to the worth of die environment and individuals regardless 
of race, gender, or culture. We were becoming alarmed and sensi- 
tive to environmental issues and began annual “earth day” celebra- 
tions. The peaceful resistance philosophies endorsed by the 
women’s liberation movement, the civil rights movement, and anti 
war protests often were compromised with violence. We were 
shocked to witness university students who were expressing their 
right of free speech, being gunned down by their own national 
guard. The world was still reeling fn .m the assassination of a 
popular President, his brother, and a beloved civil rights leader. We 
were soon to sec a President resign in disgrace as a result of a 
break-in at the Watergate Hotel. The race riots in some of the 
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great urban centers accentuated the emergence of violence as a 
social ill. 

The technological boom was in full play. We had just wit- 
nessed an American making “one small step for man and a giant 
leap for mankind.” Computers that filled rooms were programmed 
with hundreds of cards, yet only had the capability of today’s hand 
held calculator. 

A review of the health textbooks revealed a physiological 
approach to health education. The cellular basis for life, heredity, 
the heart and blood vessels, the respiratory system, digestion, 
reproductive systems, marriage and parenthood, the nervous 
system, the endocrine glands, the blood, the bones, muscles, fit- 
ness, skin, kidneys, nutrition, tobacco, alcohol, drugs, origin of 
personality, puberty, young adulthood, mental mechanisms, mental 
illness, and communicable disease were primary health education 
topics (Guild, Fuisz, and Bojar, 1969). We taught hygiene. Halbert 
Dunn (1972) had just recently introduced the term wellness to our 
vocabularies but our approach to health education was still a 
cognitive approach providing information and using scare tactics 
(if you smoke, you’ll get lung cancer). 

Futuristic Indicators From the Last Quarter Century 

Some of the important lessons we have learned over the last 
few years that will carry us into the year 2020 include some of the 
following: 

• There is great worth in all individuals. Gender, race, and 
culture should have no bearing on the judgment of 
competence, potential, or intentions of people. Most of us 
have embraced a dream from 1968 when Martin Luther 
King (Wells, 1993) said that people sh ,ild be judged 
according to the content of their character rather than the 
color of their skin (and we might add his or her gender or 
sexual orientation). 
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Similarly, people are\nique. We all have natural gifts, 
talents, limitations, andniterests. We are learning to accept 
people regardless of attire, interests, and lifestyles as long 
as it doesn’t infringe upon the rights of others. 

People all over the world will continue to fight until they 
have democratic and capitalistic societies. The human 
spirit will not allow repression, rule without voice, or little 
hope for the future. At the same time, we have learned 
about the futility of war. 

There may be a price for technological advances. Our illicit 
drugs are more potent and addicting, pornography is avail- 
able though many mediums, weapons of war are more 
destructive, and the ability to keep current in the arenas of 
education and technology is overwhelming and stressful to 
many. 

It is important for us to protect our valuable environmental 
resources. 

We need to be prepared for new challenges. Who would 
have expected anything as devastating as the AIDS virus? 

We have learned that information coupled with scare tactics 
are not effective health education strategies for the general 
.population. Yet we still find ourselves doing health risk 
appraisals, studying risk factors and doing risk reduction 
programs. Even though the wellness movement began 
during this last quarter century, the lack of sophistication of 
intervention to strengthen mind, body, spirit, and social 
networks is still in its infancy, but we will see it’s matura- 
tion in 2020. 



We have vacillated from personal intervention strategies to 
community approaches and now realize that we need both 
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to be successful and there needs to be an element of “hu- 
man spirit” to be effective. 

• We have developed competencies for health educators as 
process facilitators and developed a certification program. 

In summary, I don’t think that we have learned that much 
compared to other professional fields. 

Futuristic Projections for the Next Quarter Century 

Futuristic predictions of the world in 2020 range from an 
absolute “doom and gloom” scenario to one of optimism and hope. 
The “doom and gloom” futurists based their projections on normal 
growth curves that occur with all animals and when a certain 
population is reached, then we start a downward curve toward 
destruction. These futurists believe that we will ultimately pollute 
ourselves to death, deplete our ozone protection, and overcrowd to 
create diseases we have not heard of, to destroy not only our own 
species but others with us. They also project that the overcrowding 
and food shortages will create increased violence and hunger. Our 
own “doom and gloom" professionals are predicting an elimination 
of the profession. They cite the elimination of health education 
programs in the community as well as at many university profes- 
sional preparation programs. The only way that the “doom and 
gloom” scenarios will occur is if we continue only to react to 
problems. Proactivity will bring about an optimistic future. 

The optimistic component of this scenario is confidence in 
human ingenuity that will enable us to solve many of our problems. 
We are developing rapidly in technology, information, communica- 
tion, and cultural sensitivity which will enable us to have a great 
deal of control over our futures. We are entering what many 
futurists call the third wave— the advanced society. The first wave 
was an agricultural society. The second wave was the industrial 
revolution where many of our laws, politics, and organizational 
structures are currently stagnated. The third wave is the adoption 
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of the educational/technological society. What is fascinating about 
these waves that reflect a history of the earth’s development is that 
some societies have fixated in a wave. 

In the year 2020, we will see societies that embody each of 
the three waves. In what we have called developing nations, there 
is still a “hunter-gatherer” and agricultural base. The developed 
countries are grounded in the industrial society mentality. The 
most developed countries such as the U.S.A., England, Japan, and 
Germany will have evolved as third wave leaders. We will have on 
the planet three classes of countries in the year 2020: the advanced 
educational/technological societies, the industrial societies, and the 
agricultural soc’ .'ties. Many will debate whether the third wave 
provides the be it quality of life or perhaps the first wave is still the 
best. Leaving that discussion behind, much of this article will 
focus on the future of the educational/technological societies since 
we will be part of that movement. It is important to remember in 
this discussion that developing countries and industrial countries 
will be a large part of the world society. It may be that the future of 
health education may rest, to some degree, within these societies. 

One of the great advantages of the agricultural societies was 
the interdependence of nuclear and extended family. The industrial 
society took everyone away from the home: parents to centralized 
offices, children to schools, elderly to nursing homes, the sick to 
hospitals, and entertainment was at the local theater. The ad- 
vanced society will bring the family back as the primary and most 
powerful social unit of the country. The parents will be able to 
work out of home offices with advanced technology and commu- 
nications, the children will be schooled at home through distance 
learning and numerous educational and experiential programs, 
home entertainment centers will reduce the need to go out as 
much, the elderly will be more vital and no longer have to go to a 
nursing home as early (physician assisted suicide will be common 
among the elderly), and the sick will be able to do more at home 
through on-line medical testing and diagnosis (Tofler and Tofler, 
1995). This is not to suggest that we will not need time alone ar d 
outside romance time as parents. 
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Education will focus on loving to learn— the process of 
learning. We will need to inform our students that the information 
is only good for a couple of years. Being constantly engaged in 
learning should become a “rush” for students. Cooper and 
Henderson (1995) have suggested that education will need to be 
restructured in the electronic/ecological era. The purpose of 
schools will be to “teach people to learn and to love learning 
throughout their lives.” They see the school as a “collaborative 
learning community engaged with the larger world.” The view of 
students is one of “explorers and constructors of knowledge both 
as producers and consumers.” The teacher role will be as “facilita- 
tors and coaches.” Administrators are viewed as “resource brokers 
and links to the community.” 

To help us jump our thinking a quarter of a century ahead, 
consider some of the possibilities that may be evident in our ad- 
vanced society in Figure 1 . 



Figure 1 : Possible Scenarios for the Year 2020 

Some of the ideas were taken from (Coates, 1995) 

Genetic Engineering : 

• Through the manipulation of genes, we will eradicate many 
of the known diseases. We will know their genetic linkages 
and the intermediate chemical processes that lead to the 
expression of the disease. 

• We will see increased longevity and vitality into the mid- 
eighties. We will be able to genetically fortify target popu- 
lations (elderly and genetically as-risk populations). 

• We will understand the genetic basis of human behavior. 
The potential for memory enhancement, emotional control, 
increased learning, sensory acuity, and acquisition of other 
psychological characteristics will be known. 





• Genetic screening and counseling will become an ex- 
tremely valuable service. 

Medicine 



• We will see new diseases emerge that we did not know 
existed. 

• Medical practice will treat all dimensions of the patient 
including mental medicine, physical medicine, spiritual 
medicine, and social supportive medicine. 

The World Culture and Population 



The world population will continue to increase to about 8.4 
billion people by the year 2020. Most of the increase will 
come from the agricultural societies and, to some degree, 
from the industrial societies. The advanced societies will 
maintain stable population numbers. 

The world’s languages and cultures will become endan- 
gered species in the advanced societies. English will be the 
primary language in international business, science, tech- 
nology, and entertainment. 

All industrial and educational/technological countries will 
be capitalistic and democratic. We will see the collapse of 
the bamboo curtain as we have seen the fall of the Berlin 
Wall and the Iron Curtain. We will continue to sec prob- 
lems from the developing countries. 

The percentage of elderly will continue to increase but they 
will also be more productive and work longer. The baby 
boomers will be in their early 70s and still going strong. 



ERJC 



There will be a world wide popular culture that capitalizes 
on magnificent communication and entertainment networks. 
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There will be a collision of individual human rights, cul- 
tural human diversity, and global human opportunity 
resulting ultimately in a unification and sense of equality 
among cultures. With this equity there will be pride in 
cultural heritage at the emotional level. Intercultural 
marriages will be more frequent and races will become 
increasingly mixed. 



The environment will be managed at global levels. Every- 
thing will be smart, that is, responsive to its external or 
internal environment. This will be achieved through em- 
bedding microprocessors and sensors in physical structures 
throughout the world. 

There will be problems associated with overcrowding. The 
industrial societies will continue to pollute. We will see the 
emergence of new kinds of diseases associated with pollu- 
tion levels. The NIMBY (not in my back yard) conflicts 
will continue as we attempt to dispose of hazardous materi- 
als and house refugees from first wave countries. 

Many natural disasters such as floods, earthquakes, land- 
slides, and so forth will be accurately predicted, managed, 
controlled, or even prevented. 

Recycling, reclamation, and remanufacturing will be routine. 



The technology and information gap will continue to widen 
between first wave societies and the third wave societies. It 
will also occur within the advanced society as some tire of 
keeping up. 



Ecolog y 



Technology 




ISO 



Cars will not use gasoline but some alternative source such 
as solar power. 

Civilian aerospace vehicles will carry travelers half way 
around the world in 2 hours. 

Home technological/educational/entertainment centers that 
will be linked into a world wide fiber optic network will 
have the ability to link any two people on the earth with 
face to face, voice to voice, and data to data communica- 
tions. 

We will learn many skills at home through advanced virtual 
reality training. We will learn to drive, play musical instru- 
ments, learn athletic skills, recreate, and learn professional 
skills in a simulated fashion at home. 

Virtual reality technologies will also be common place for 
product design and planning. We will be able to put vari- 
ables together and see the outcomes in a simulated scenario. 

There will be synthetic and genetically manipulated foods 
to match each individual consumer’s taste, nutritional 
needs, and medical status (i.e. french fries with artificial 
salt, low cholesterol, and cancer preventive chemicals). 
Foods will be more diverse as a result of agricultural 
genetics. 

Farmers will use synthetic soils. 

There will be routine genetic programs for enhancing 
animals used foi food production, recreation, and even pets. 
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• Custom designed drugs such as hormones and neurotrans- 
mitter will be as safe and effective as the naturally pro- 
duced drugs. 

• Robots and other automated machinery will be common 
place inside and outside the factory, under the sea, in space, 
mining, and the home. 

• Instant language translation of voice to voice and written 
communication will help shrink the world. 

• Computers will learn to learn: programs that will make 
them smarter and smarter. 

• There will be interactive vehicles on highway systems that 
will prevent many accidents. 

• Birth control technologies will be refined and improved. 

Education 

• Educational systems will be completely restructured: more 
experiential, personalized, and competency based. 

• Schools will become decentralized. More students will be 
schooled at home for academic classes through distance 
learning, virtual reality, and other interactive, multidimen- 
sional educational programs. The school building will be 
for experiential, extracurricular, and social purposes. 



Issues 



The baby boomers will have seen the fall of Social Security 
system and will continue to be in the workforce while the 
government struggles to set up a new system to care for the 
older populations. 
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■ The educational/technological countries will experience a 
major financial collapse (another depression) due to the 
uncontrollable national debt in the U.S.A., the burst of 
Japan’s economic bubble, and Germany’s unemployment 
problems. Emerging from this depression, we will trans- 
form ourselves from the industrial era to the advanced era. 
There will be global currency and international identifica- 
tion cards. 

• World unrest, terrorism, and violence will continue: the 
United Nations will focus more on peace making rather 
than forceful peace keeping. There will continue to be 
famine, epidemics, and hardships in developing countries 
and in some industrial countries. 

• “Cyber yuppies” will be the new entrepreneurial elite. 
There will also be more white collar crime with computers. 

Lifestyle 



There will be less animal protein in diets and more vegetar- 
ians. 

From home centers we will file taxes (reformed tax sys- 
tem), televote, teleshop, participate in community surveys, 
access any type of information, and access a wide variety of 
entertainment. We’ll go in cyberspace and other places for 
simulated virtual encounters. 



Factory manufactured homes will be the norm-metal and 
synthetic products will be used. Wood will be a luxury. 

Identification cards will be international-multinational 
business will be the big business form. 



lri ' 







O 



• There will be national and universal health care system. 

• We will have more recreation and leisure time. 

• More focus on religion-both traditional and “New Age” 
type of secular humanism because of the need for high 
touch. 

• Quality, service, and reliability will be routine business 
criteria around the globe. Customized products will be the 
norm. 

Health Education in 2020 

How do we fit in a futuristic society and learn from the 
lessons of the past? We will have seen the introduction of the third 
wave during the 1990s-the transformation decade. 

Perhaps a typical scenario for a health educator in 2020 
would be to begin our working day with a conference with the 
people we work with, all of whom are at their homes. Our health 
team is a multidisciplinary team made up of psychologists, social 
workers, physicians, sociologists, and medical professionals. 

There had been such an emerging of the professions that we had to 
begin to work together and pool our expertise. The health educator 
is the facilitator. 

Our large screen with incredible clarity has the face of each 
co-worker live and in color from each of their individual homes. 

We discuss what needs to be accomplished during the day. Some 
of the following might represent some agenda items for the meet- 
ing. 

• One person is assigned to fly to Africa for an 1 1 :00 meeting 
to meet with some health educators who are doing health 
education much like was done back in 1996. These nations 
are still an agricultural society and have become the hot bed 
for traditional health education with high tech interven- 
tions. 




Someone will need to meet with the media people today as 
a process expert for a production of a new virtual reality 
program. This program is for young people to help them 
become productive citizens. The program will put them in 
situations where they will be able to identify their gifts and 
talents. They will be asked to do several skills using their 
talents. The program will help them discover their dream. 
The causes in society will be portrayed in a multisensory 
way. Emotional/spiritual responses will be recorded with 
advanced biofeedback equipment. Emotional, mental, and 
physical responses will record anxiety, excitement, peace, 
and spiritual motivation to engage in any of the causes. 
Subsequent programs will provide simulated experiential 
opportunities to refine the skills associated with the cause 
as a precursor to actual immersion into the cause. 

Another professional will be assigned to a “high touch” 
intervention group. They are preparing family programs 
for home or for family retreats at recreational resorts. With 
all the high technology, we have learned that people long 
for human understanding and caring. Family programs are 
the most important and popular intervention program. 
Families, from the privacy of their homes, will go through 
spiritual and family experiences of touch, caring, trusting, 
loving, moral framework development, family causes, 
identification of family strengths, and heart to heart com- 
munications. 

Since most basic education for young people occurs at 
home, the public schools and non-university schools of 
higher education have been converted into community 
education centers. The public schools still serve the social 
needs of the students but time at school is limited. The 
universities are more focused on research but have strong 
links with these community centers. One person on the 
community health coalition is assigned to upgrade the 
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experiential education programs at the community educa- 
tion center. The school caters mostly to adults whose jobs 
have been eliminated due to the rapidly changing world. It 
seems that jobs are eliminated overnight. Health education 
careers can be developed for those who like to travel. 

Many of the industrial countries and all of the agricultural 
countries need people to help them with basic health prac- 
tices. We have health educators helping to train these 
people. 

» One of the most controversial interventions is genetic 

manipulation to help people become stronger, live longer 
with more energy, modify personalities, assign gender to a 
child, and remove genetic tendencies for numerous dis- 
eases. The moral implications will still be debated, yet 
genetic counselors (health educators) will need to be 
informed and be able to deal with the physical, mental, 
social, and spiritual dimensions of genetic choices. At the 
community education center, we are constantly updating 
new interventions and one person is assigned to communi- 
cate with the genetics research facilities for an update. 
Appropriate data transfers will occur instantly. 

Graduate Programs in 2020 

To support the community education centers, the University 
will continue to do research on the best ways for individuals, 
communities, businesses, and young people to lead healthy 
lifestyles. We will see a number of changes from the graduate 
programs of today. 

Philosophically, health education graduate programs will 
have made a shift and abandoned the risk reduction, problems 
oriented, and information only approaches. Instead the philosophi- 
cal paradigm will be on identifying, fortifying, and building 
strengths, gifts, and talents within individuals, families, and com- 
munities. We will have become a proactive rather than a reactive 



profession. We have become less product oriented but fascinated 
and skilled with the process of fortifying people. We have put 
professionalism and science to a redefinition of health. We have 
skilled interventions to strengthen the mind, the body, and the 
human spirit. We also have embraced and made tangible systems 
theory. Interdependent health, inclusive of social and environmen- 
tal elements, has become an extremely popular type of graduate 
research. 

As we view the health education competencies (National 
Task Force on the Preparation and Practice of Health Educators, 

Inc., 1985 ), we can see that part of what we do is still included 
except in an advanced way. 

• Assessing individual and community needs for Health 
Education: The competencies are still there but the ap- 
proaches will be through on-line technologies. 

• Planning effective health education programs: The health 
education programs will rely less on human teaching and 
more on technology. These will need to be developed for 
first, second, and third wave societies. 

. Working with individuals, grouns. and organizations to 

implement health education programs: The merging of the 
professions will require this as an extremely important 
competency. Networking will be key to our survival. 

• Evaluate the effectiveness of health education programs: 

We will be using evaluation tools that bring together numer- 
ous variables in portraying group and individual profiles. 
This will be a vital role for us. 

» Coordinating nrovision of health education services: The 
team of specialists approach under the direction of a health 
educators is a role we may still have. 
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Act as a resource person in health education: We will nr>pH 
to be very comfortable with accessing health information 
and education resources. We will need to be at our profes- 
sional best doing this. 

• Commu nicating health and health education needs, con- 
c erns, and resources: The primary networking system to 
communicate the health needs, concerns and resources will 
be between the university, community education centers, 
national health organizations, and local governments (state 
and city). We will see states become more responsible for 
programs. 

Proactive Graduate Study 

There will likely be five areas of graduate study. 

• Statistics and research: Most studies will use refined 
naturalistic inquiry and qualitative data gathering ap- 
proaches to human research. We will have learned the 
inaccuracies of standardized biopsychosocialspiritual 
instruments. We will have learned that the uniqueness of 
each individual requires personalized, branching, and 
interactive assessments for data gathering and interpreta- 
tion. Computer programs much like structural equations 
modeling and Liseral will be available to put hundreds of 
variables into a composite profile of the individual. The 
efficacy of sophisticated personal and interdependent 
systems interventions will be accurately measured by 
showing which of the health variables are affected. Similar 
programs will be available that will make profiles of a 
community. We will have provided some sophistication to 
strength assessments. 

• Languages/Cultural Understanding: Most of the demand 
for graduate students will be in agricultural communities 
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and industrial societies. Native languages will still be 
prevalent in these societies. Graduate students will be 
required to speak and write fluently in at least two interna- 
tional languages. One will be required in an agricultural 
society such as an African language and the other will be in 
an industrial society language such as Spanish. Virtual 
reality booths on campus will immerse the students into the 
culture for hours at a time. Students will be able to be 
fluent within a few intensive weeks. 

Technology: Most homes in advanced societies will have 
access to fiber optic face to face communications, virtual 
reality programs, and all available information at the touch 
of a button. Consumers will continue to be amazed at the 
information available on the cyberspace information free- 
way. It will become important for graduate students to be 
very familiar with the technology and how to prepare 
materials and avenues to contribute to those information/ 
simulation systems. Research subjects for students will 
likely come from volunteers who are on-line with testing, 
assessments, and evaluations occurring in the subject’s 
home. Programming will not be required of health educa- 
tors in that technicians will be available to help. Simulation 
systems will be very important for graduate students to 
understand. With the capability of seeing behavioral, 
physical, spiritual, and mental outcomes of hundreds of 
combined mental, spiritual, and physical variables in a 
simulation system, students will be able to manipulate the 
variables to identify ideal intervention programs leading to 
healthier and happier lifestyles for consumers. 

Health Education Content: Separate courses on alcohol, 
tobacco, drugs, fitness, stress management, nutrition, and 
human sexuality will be taught from a systems and 
strengthening approach. These topics are important only as 
a variable influence on overall individual or community 




profile. We will have evolved beyond working with symp- 
tomatic expressions of internal conflict such as the un- 
healthy behaviors about which we are currently concerned. 
Health interventions will be to strengthen the mind and 
human spirit of our consumers so that people will be 
responsible nutritionally, sexually, physically, and in the use 
of substances because they will feel how it fortifies their 
system. Stress will be seen as an opportunity for growth. 
The content basics of health, in its evolution, will be com- 
mon knowledge in the world, for the most part, but indi- 
vidualized and interactive learning programs will assure 
competence. We will have a course on ecological health 
which again will be a systems approach on how triggers, 
both positive and negative, affect the individual, environ- 
ment, families, and communities. Spiritual health will be a 
major focus in the year 2020. We will have assessment 
instruments that will be able to measure spiritual states. 
Health education with many groups will be the process of 
facilitating people to identify their spiritual nature and to 
follow a path with heart. “Touchy feely” of the 1970s will 
be professionalized and become the scientific (measurable) 
“touchy feely” of 2020. With international communication 
at the touch of a button, we will align the ancient Eastern 
philosophies of the Tao and others with modern science. 
This will be particularly important with family programs 
that promote love, trust, caring, and nurturing. 

Most of the graduate curriculum will be on process. Topics such as 

the following will be critical (Richardson, 1995). 

♦ Understanding the process of growth, coping, and resilient 
living (value of disruption and reintegration). 



Understanding the interaction and interdependence of mind, 
body, and spirit in a personal and the ecological sense. 



+ Facilitating the discovery of human potential: a mind, body, 
and human spirit paradigm. Applications will be both 
personal and ecological. 

♦ The generation of human energy. 

♦ Paradigms and processes for resilient living: li\ ing within 
moral frameworks, the wise utilization of human energy, 
seizing the day, and law of the harvest. 

♦ The creative process is forming personal dreams and 
common causes. 

+ Skills of the mind, body, human spirit, and ecological 
interventions will be effective and specific to unique 
populations. 

♦ The process of what Maslow called “transcendence” or a 
transformation to rise above circumstances will be applied 
to individuals and ecosystems. 

+ Develop skills necessary to be expert planners, organizers, 
facilitators, evaluators, and leaders. The approach will not 
be “here’s how you do it” but rather a facilitation of discov- 
ering the organizer, planner, evaluator, and leader within 
individual archetypes. 

♦ We will be experts at accessing health information in the 
new technologies. 

Graduate Study Projects 

Graduate students will use virtual technologies and computer 

programs that have actually learned to learn. Students still will be 

fascinated with personal and community behavior change. 
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At the personal level, graduate students will experiment 
with triggers that affect the entire body as well as the interdepen- 
dent ecology. A spiritual trigger, such as watching a humanistic, 
selfless, and caring act for someone in an agricultural society, will 
be measured with sophisticated biofeedback sensors to determine 
effects on systems of the body and the mind. The intent will be to 
create optimal states of happiness and health. We will identify 
resiliency triggers for people who are upset, feel guilty, or feel hurt. 

In families and communities, the human and ecological 
systems will be studied to see how one element will affect other 
parts of the ecology. We will become skilled at creating triggers 
for families, businesses, and communities to rally around a cause 
and work together for that cause. The key to this will be assessing 
and understanding the positive nature of the individuals and within 
the interdependent populations we will be serving. 

A Challenge to the Profession 

Whether our world is on the threshold of a Golden Age or on 
the brink of a global cataclysm that will extinguish our civilization 
is, not only unknowable, but undecided. The decision will emerge 
though what we, as a society, do in the years ahead. For health 
educators, our destiny rests with our ability to capitalize upon the 
efficiency that comes from high tech and also skill ourselves in 
the business of high touch to facilitate health and happiness in the 
clientele and communities we serve. We will need to be very good 
at what we do or we may be eliminated. Whether our profession 
will be phased out or not depends upon our initiative. If we can be 
proactive and see the trends, then we may find ourselves in profes- 
sional scenarios cited above or something similar. If we can see 
that the self help movement, the increasing home technology, the 
crying for high touch spiritual fulfillment, and the late 1990s and 
the early part of the next millennium as a transformation time for 
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the profession, then our universities and graduate programs will 
have a vital role in peace, contentment, health, and happiness of the 
people in the year 2020. 
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